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THE MANAGEMENT OF LOBAR 
PNEUMONIA 
ROY E. THOMAS, M. D. 
Los Angeles, Calif. 

(Read before the Annual Meeting of the Medi- 
cal and Surgical Association of the Southwest, held 
in El Paso, Texas, Nov. 6-8, 1930.) 

These observations are based on a series 
of 602 consecutive cases treated in the 
pneumonia ward of the Los Angeles General 
Hospital during the past four and one-half 
years. The service was shared by Dr. D. D. 
Comstock, professor of medicine of the Col- 
lege of Medical Evangelists. We were ably 
assisted by four junior attending physicians 
of the hospital staff. This series does not 
include cases of lobar pneumonia in chil- 
dren, as these are cared for on the pediatric 
service of the hospital. 

The etiology, symptomatology, and diag- 
nosis will not be discussed except to state 
that in all cases of this series the diagnosis 
was confirmed by x-ray films taken on the 
ward, by.a portable apparatus, or by autopsy. 
The word “management” in my title is used 
in preference to “treatment” because it is 
my belief that lobar pneumonia is a self- 
limited disease, the outcome of which, ex- 
cept rossibly in a re'atively small percent- 
age of cases of types 1 and 2, cannot be al- 
tered by any specific treatment known at 
the present time. I do feel, however, that 
in a certain number of cases the outcome 
can be favérably influenced by careful nurs- 
ing and symptomatic treament, which con- 
serve the strength of the patient. 

If the mortality of this series seems high 
to those of you who treat lobar pneumonia 
in private practice, please remember that 
these ratients come largely from the very 
lowest stratum of society. Hoboes and Mex- 
icans of the poorer class comprised a con- 
siderable portion of the group. There were 
many chronic alcoholics and others whose 


resistance to infection had been lowered by 
fatigue, exposure and lack of food. Often 
the patients were moribund on admission to 
the hospital and died within eighteen hours; 
yet our mortality rate for the entire group 
is 24.7 per cent. which I believe compares 
favorably with the figures from other large 
charity hospita's. In private practice a 
much sma'ler group of patients cared for 
according to the plan which I shall outline, 
showed a mortality rate of less than 10 per 
cent. 

I sha'l discuss the management of lobar 
pneumonia under the following general 
headings: (1) General hygienic measures, 
(2) the treatment of symptoms, (3) specific 
therany, and (4) the treatment of compli- 
cations. 

Under hygienic measures it should be 
need'ess to mention the desirability of a 
light, coo’, wel'-ventilated room; an open 
porch is no longer considered necessary or 
even desirable for the pneumonia patient. 
Tre diet should consist of liquids and such 
soft foods as can be taken with the least 
effort on the part of the patient. The calo- 
ries can be augmented by adding lactose to 
the fruit inices given. Fluids should be 
pushed to the natient’s capacity in order to 
aid in the elimination of toxins. 


Rest is of the greatest importance. All 
too often the patient is disturbed by visit- 
ors, tco frequent chest examinations by the 
physician, or the ministrations of an over- 
zealovs nurse. Particularly tiring is the 
daily cathartic or enema, which the pneu- 
monia patient, whether at home or in the 
hospital, se'dom escapes. For the past year 
no patient on my service has been given 
either cathartic or enema during the critical 
stage of his illness. When this order was 
first given, our head nurse, a veteran of 
many battles with the pneumococcus, thre-7 








2 


up her hands in horror, but now, without a 
qualm, she allows the patients to go four or 
five days, or even a week, without an evacu- 
ation. When a patient gets well enough to 
worry about this apparent neglect he is giv- 
en a mild cathartic or an enema. Since the 
adoption of this plan, I believe we see few- 
er patients with abdominal distention, prob- 
ably the most dreaded symptom to occur in 
pneumonia. 

Pain and cough often interfere with rest. 
These two symptoms are usually the only 
ones to require attention in the early days 
of the attack. Chest pain is best relieved by 
fixation. A binder pinned tightly about the 
thorax during expiration usually answers 
the purpose better than adhesive plaster 
strapping. Morphine may be needed for a 
day or two, seldom longer. 

Cough can best be controlled by codeine 
in adequate doses, preferably administered 
hy hypodermic injection. The patient’s 
stomach should be spared the various cough 
mixtures often prescribed. 


Cyanosis may be an early and alarming 
symptom. It denotes anoxemia and should 
be relieved when possible. This can usually 
be accomplished by the administration of 
oxygen. The ideal method is by the oxygen 
chamber, which, however, is not usually 
available because of the expense entailed. 
The earlier cases of our series were given 
oxygen by means of a nasal catheter, strap- 
ped in position; more recently a small tent 
devised by Dr. A. E. Guedel has been used. 
This tent fits over the head and shoulders 
of the patient and is provided with a glass 
window. By a special valve attached to a 
large tank of commercial oxygen, the gas 
can be administered almost constantly at a 
cost of about seven dollars for twenty-four 
hours. Occasiona'ly patients complain that 
the air in the tent becomes uncomfortably 
warm. This objection can be eliminated in 
most cases by increasing the oxygen flow. 


Meteorism, as_ previously stated, is a 
symptom of the gravest import. It probably 
means splanchnic paralysis resulting from 
toxemia and may be compared to the alarm- 
ing paralytic ileus which occasionally fol- 
lows abdominal operations. In this condi- 
tion the abdomen becomes drum-like; the 
diaphragm is pushed upward, thus embar- 
rassing further the alreadv labored respira- 
tion. The only therapeutic measure which 
in our experience has seemed to be of value 
in this condition, is the free administration 
of surgical p‘tuitr'n in doses of % to 1 c.c. 

Vasmotor paralysis is probably the usueal 
cause of death in lobar pneumonia. The 
signs are fel'ing blood pressure, moist cool 
skin, livid color and rapid, irregular pulse. 
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Except for the dyspnea usually present, the 
appearance of the patient is much like that 
of one in profound surgical shock. It is the 
custom in many hospitals to use digitalis 
early in the course of the disease in the hope 
of preventing this circulatory failure. In an 
effort to determine the value of this pro- 
cedure, our ward was divided into two serv- 
ices, to which cases were admitted alternate- 
ly. On one service all cases of lobar pneu- 
monia were rapidly digitalized as soon as 
the diagnosis was made. On the other serv- 
ice no patient recevied digitalis unless there 
were indications of previous myocardial fail- 
ure, or auricular fibrillation occurred. In 
the first series, digitalization was accom- 
plished by giving to a patient of average 
weight 6 grains of the powdered leaf every 
six hours for three doses, then 1% grains 
twice a day until discontinued. In only two 
cases was there evidence of poisoning by the 
drug. In al!, 239 cases received digitalis; of 
these, 81, or 33.4 per cent, died. On the other 
service there were 363 cases, none of which 
were digitalized; of these, 68, or 18.7 per 
cent, died. Recently Niles and Wyckoff" 
have published the results of a more com- 
plete study of the same nature on 825 cases 
observed at Bellevue Hospital. In this series 
the mortality rate was 7.7 per cent higher 
in the digitalized group. These results have 
convinced us that digitalis should not be ad- 
ministered to pneumonia patients except in 
those cases in which some definite indica- 
tion, such as auricular fibrillation or preex- 
isting myocardial failure, is known to be 
present. Furthermore, since the publica- 
tion of Niles’ report we have concluded that 
we are not justified in continuing this inves- 
tigation. 


The drugs upon which we rely for stim- 
ulation are caffein and ephedrin. Glucose in- 
travenously, and _ even blood transfusion, 
may be of value in some cases. 


Since 1897, when Washburn first immu- 
nized a horse and used the serum in_ the 
treatment of pneumonia in man, there have 
been numerous reports in the medical litera- 
ture on the efficacy of specific treatment. 
To be of benefit, the serum must be given 
early and in large amounts. Only those 
cases caused by the pneumococcus types 1 
and 2, are benefited. These comprise about 
fifty per cent of all cases. Cecil’, Cole’, Park’ 
and Finland’ have each reported a large se- 
ries of adequately contro!led serum-treated 
cases. The largest series, reported by Cecil 
from the Bellevue Hospital, comprised 885 
cases. The mortality in the untreated cases 
was 39.2 per cent; in the serum-treated 
cases, 30 per cent, or more than 5 per cent 
higher than in our 602 cases treated without 
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serum. About two years ago we administer- 
ed Felton’s concentrated serum for types 1 
and 2, to a group of seventeen patients. This 
group was “hand-picked,” so to speak, being 
young or middle-aged adults who on admis- 
sion had not been ill more than forty-eight 
hours. After the usual precautions the 
serum was given at once and continued only 
if typing proved the case to be suitable. Of 
the first twelve cases treated, ten recovered 
and we became quite enthusiastic. Howev- 
er, four of the next five cases died, giving 
a mortality for the series which compared 
unfavorably with our general average. The 
cost of Felton’s serum is so great that the 
hospital authorities dicouraged its further 
trial. Following this experience, Mulford’s 
polyvalent vaccine was tried for a time with 
no better success. Although as yet not en- 
tirely convinced of its value, I would use 
Serum in an early case proved by typing to 
belong to group 1 or 2, provided there were 
no history of asthma or other allergic dis- 
case to a surgical service. When fluid in 
sensitization. 


Of the serious complications of lobar 
pneumonia, empyema is, of course, the most 
frequent. We try to make the diagnosis 
early, but we are in no hurry to transfer the 
case to a surbgical service. When fluid in 
the pleural cavity is suspected, an x-ray film 
is ordered. If this confirms our suspicions, 
the aspirating needle is used to determine 
the character of the fluid and to withdraw 
a sufficient amount to relieve pressure 
symptoms, if these are present. Nothing 
more is done until we are quite sure that 
the acute pneumonic process in the lung 
has subsided. Then, and only then, is the 
case turned over to the surgeon for closed 
drainage or rib resection. Many a life has 
been lost by hasty surgical interference in 
empyema. Occasionally, repeated aspiration 
of the pus results in cure. Antiseptics such 
as genian violet have proved of doubtful 
value in the infected pleural cavity. 


Abscess of the lung was formerly thought 
to occur not infrequently following pneumo- 
nia. It is probable, however, that in the ma- 
jority of instances these cases were lung ab- 
scess from the start and due to some agent 
other than the pneumococcus. I do not re- 
call a case of abscess in which blood culture 
showed the pneumococcus at any stage of 
the illness. Regardless of its etiology, acute 
abscess of the lung should be treated con- 
servatively at first. Anything more radi- 
cal then bronchoscopic drainage should be 
avoided until the case “cools of.” Probably 
half of these cases recover without surgery. 

Pneumococcus meningitis is a compara- 
tively rare complication. We have treated 
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two cases by repeated spinal puncture, 
drainage, and injection of ethylhydrocu- 


preine; both died. Recoveries have been 
reported following spinal drainage with the 
injection of serum. 


The idea prevails, at least among the 
laity, that pneumonia is less frequent and 
less severe in communities like Southern 
California, which enjoy a climate compara- 
tively free from sudden changes and se- 
vere cold. It may be true that the incidence 
is somewhat less in this climate, but I am 
convinced that mild climate does not mean 
a mild disease. Pneumonia is apparently as 
severe in our Southwest as in New England. 


To summarize: We believe that lobar 
pneumonia is a self-limited disease, the du- 
ration of which cannot be modified by any 
means known at present, with the possible 
exception of a small percentage of cases 
(types 1 and 2) which may be benefited by 
the early and frequent use of specific serum. 
In our experience digitalis has been worse 
than useless. Codeine, caffein, ephedrin and 
pituitrin are the only drugs which we have 
found to be of apparent value. Oxygen re- 
lieves cyanosis and restlessness; it should 
be used early and freely. The routine use of 
enemas and cathartics is to be condemned. 
Attention to ventilation, diet and rest are 
measures which may turn the tide in favor 
of our patient, and the most important of 
these is rest. 
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Sodium 2-Oxo-5-Iodo-Pyridine-N-Acetate (Intro- 
duced as Uroselectan).—The Council on Pharmacy 
and Chemistry publishes a preliminary report on 
sodium-5-iodo-2-pyridon-N-acetate) sodium 2-0xo-5— 
iodo-pyridine-N-acetate (also designated as a new 
substance for use in the radiographic visualization of 
the urinary tract which was introduced under the 
name Uroselectan. The Council reports that the 
product is a definite chemical substance which prom- 
ises to be an advance in the radiographic visualiza- 
tion of the urinary tract, though its indications, ad- 
vante ges and limitations are at the present time not 
fully established. The Council considers the product 
suitable for experimental use by those who are vers- 
ed in the technique of urologic examinations. It pub- 
lishes a concise and carefully considered statement 
of the introduction of the drug and the evidence for 
its use, prepared for the Council by Drs. Braasch 
and Bumpus. (Jour. A.M.A., November 8, 1930, p. 
1425.) 
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DISEASE 
GEORGE HERRMANN, M. D. 
Department of Medicine, Tulane University of 
Louisiana. New Orleans. 


(Read before the Annual Meeting of the Medical 
and Surgical Association of the Southwest, at El 
Paso, November 7, 1930.) 


Failure is the gloomy specter that haunts 
the future life scenes of the individual 
with heart disease. Whatever the heart 
lesion, providing it is organic, the ultimate 
outcome, though often postponed for years 
by careful therapy, is usually incavacitating 
pain or swelling. Death comes either sud- 
denly with a breast pang or less insidiously 
with increasing dyspnea or orthopnea, con- 
gestion, cyanosis and edema. The exact 
mechanisms by which these states are 
brought about are not yet clearly establish- 
ed. This field of study offers much for in- 
vestigation. Certain clinical facts are known 
and guide us in our attempts to forestall the 
vicious circle of so-called decompensation. 
Intercurrent infection, undue strain, fre- 
quently repeated insults, psychic emotional 
upsets, mechanical embarrassments, adverse 
physical and climatic conditions all help to 
precipitate the break in compensation. 
There is no recognizable change in the path- 
ological anatomy suddenly present in the 
heart, but the precipitous disturbances in 
the cardio-respiratory functions are often 
extreme. The interesting facts and theo- 
ries concerning these mechanisms warrant 
more detailed discussion which cannot be 
gone into at this time. The diagnosis of 
heart disease in the presence of failure is 
relatively simple, it is the recognition early 
in the incipiency that is essential. 


The ultimate fate of the patient with or- 
ganic heart disease as popularly conceived 
is sufficient to strike fear into any one af- 
flicted. The diagnosis of heart disease in 
the minds of many is the equivalent of a 
death sentence. This fate seems inevitable, 
inexorable, swift, precipitous, immediate, 
and hideous to some. The verdict should 
therefore be reserved and not pronounced 
until there is not a shadow of a doubt, only 
after searching study, seasoned delibera- 
tion, and even then never abruptly or uncer- 
emoniously, but with tact and discretion af- 
ter careful consideration of the patient’s 
psychological reactions. In fact, it is the 
part of wisdom to avoid the discussion of 
the findings and to refrain from the diag- 
nosis of cardiac abnormalities in any but 
those of impassive indifference. Carelessly 
used, loosely descriptive expressions, as 
“valve leakage,” “heart damage,” “dropsy” 





THE DIAGNOSTIC CRITERIA OF HEART 


SOUTHWESTERN MEDICINE 


and “angina pectoris,” thoughtlessly meted 
out are most harmful. The temperamental, 
worrisome type of individual is apt to con- 
jure up for himself a terrible imaginary or 
phantom symptom complex and the phychic 
insults of such a brain storm of the self- 
sentenced individual are more detrimental 
and demoralizing than are the actual con- 
current physical sufferings. 


To avoid such distressing incidences and 
unnecessary anguish it is not only desirable 
but necessary to establish some more or less 
dogmatic criteria. The physician must have 
a clear conception of what constitutes heart 
disease and what signs he is going to re- 
quire as evidence thereof. Certain physical 
abnormalities, such as serious mechanism 
disturbances, significant !thrills and mur- 
murs, changed and adventitious heart 
sounds, enlargement, hypertension and ar- 
teriosclerosis are of definite diagnostic and 
prognostic significance. 

The usual abnormal signs we must admit 
are only evidences of conduction, valvular, 
aortic and vascular lesions, but from the 
type and extent of such damage we can fair- 
ly accurately deduce the degree and the type 
of pathology present in the heart muscle 
and also often by inferences determine the 
etiological agent. This is especially true 
when the cardiac affection has been, as it so 
often is, the result of syphilitic, rheumatic, 
or streptococcic infection. These diseases 
are notorious for the fact that when they 
have produced cardiac valvular or aortic 
lesions they have also concurrently damaged 
the heart muscle. This myocardial damage 
may remain latent for many years but even- 
tually symptoms and signs referable to it 
will present themselves in the inevitably 
developing clinical picture. 


The added burden of the defective valvu- 
lar or aortic mechanism must be recognized 
as a contributing factor to the ultimate fate 
of the case. Physical strains, especially if 
repeated, are poorly borne, add insult to in- 
jury and serve to hasten the onset of fail- 
ure with its vicious circle of distressing 
symptoms and signs. Infections, anemia, 
chemical and physical changes in the blood 
and the vascular changes of advancing years 
are much more poorly tolerated and the car- 
diac cripple must be guarded against them 
and the advance of the same as much as it 
is possible to do so. This is one of the chief 
functions of the attending physician who 
is Managing the case. 

The present-day physician must, or 
should, have a clear conception of what con- 
stitutes heart disease, the daignostic signs 
of the condition the rational scientific in- 
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terpretation of the various findings, and 
the prognostic significance of these physic- 
al abnormalities. We can with a reason- 
able degree of accuracy determine and dif- 
ferentiate definitely the grave from the in- 
significant lesions; we know the possible 
complications, the usual progress of the va- 
rious lesions, and the limitations to be plac- 
ed upon the patient with a symptomatic or- 
ganic heart disease. The conditions are ra- 
tionally and dogmatically defined, even 
though the direct specific evidences of myo- 
cardial damage, before the advent of symp- 
toms of insufficiency, are rather obscure 
and the functional tests still relatively crude 
and inaccurate. The exact histological pic- 
ture that the heart muscle would present 
is indeed quite indeterminable. 


Nevertheless, it should no longer be that 
“Truly fortunate are they who keep aloof 
from the stethoscope of the auscultator,” as 
Austin Flint wrote in 1862. His extensive 
and profitable experiences in the Charity 
Hospital at New Orleans and his teachings 
had not yet been broadcast and as complete- 
ly and widely appreciated as they are at 
present. The intervening years with the 
contributions of Mackenzie, Lewis, Wenck- 
ebach, Christian and many others, have giv- 
en us information such that after the study 
of a case we can, with careful phychologic 
approach, usually accurately and reassur- 
ingly inform a patient of his condition with- 
out unduly alarming him. We can manage 
his case and direct his mode of living so as to 
add years of productivity and comfort and 
often even carry him through the average 
span of years of human lifetime. 


The simple bedside methods, inthe hands 
of the average informed physician, will 
yield the necessary critical clinical informa- 
tion upon which an accurate diagnosis and 
prognosis can be made, in the great major- 
ity of cases. The common laboratory pro- 
cedures must be resorted to for confirmatory 
evidence. The history and_ the physical 
examination, but especially the latter, may 
be relied upon for the differentiae and 
omens of functional or organic heart dis- 
ease cases. 

THE CLINICAL HISTORY 

The story that the patient with heart dis- 
ease offers may, unfortunately often, be re- 
lated verbatim by one with a cardiac neu- 
rosis, neurocirculatory asthenia or the ef- 
fort syndrome. This subjective evidence 
must therefore always be of secondary or 
corroborative diagnostic value. Symptoms 
appear only when the heart muscle begins to 
lag in the performing of its job. That is, 
only when there is a failure or myocardial in- 









sufficiency of some degree. The character- 
istic complaints of pain, shortness of breath 
and swelling of the legs can be produced by 
other conditions, but, in the presence of 
heart disease, they indicate the extent of 
cardiac reserve. Pain in the substernal area 
and down the arm or under the right costal 
border, from the stretching of the Glisson- 
ian capsule of the engorged liver, dyspnea or 
orthopner, cyanosis or edema, are the 
symptoms and signs of ischemia, fatigue or 
exhaustion of the heart muscle. 


The present illness in a reliable history is, 
in general, a fairly good index of the 
functional state of the circulation. The com- 
plaint of pain, especially when graphically 
described as the classical radiating breast 
pang of Heberden, is most significant, es- 
pecially in one of stolid temperament in the 
middle decades of life. Under such circum- 
stances the typical story is usually suffi- 
cient for a diagnosis of heart disease with 
anginal failure, even in the absence of phy- 
sical findings. This, however, is the only 
exception to the rules to be elaborated here-. 
in. 


The past history often reveals important 
information as to the oviginal etiological 
factors and the symptom-precipitating cir- 
cumstances. Information of this sort is use- 
ful in the formation of a prognosis and in 
the subsequent management of acase. A 
denial of venereal infection, however, must 
not deter one from making a diagnosis of 
syphilis of the aorta in a middle-aged man 
with a free aortic regurgitation or the signs 
of an aortitis and dilatation, in the presence, 
or even the absence, of other clinical or labo- 
rator data, when the less common other 
causes are eliminated. Likewise, a negative 
history of the rheumatic infection, as acute 
multiple arthrititis, chorea, acute tonsillitis 
or growing pains, does not discount the di- 
agnosis of rheumatic heart disease in the 
presence of a definite mitral stenosis. Ex- 
opthalmic goiter and other diseases of the 
thyroid, or other serious infections or 
chronic diseases, are of significance as con- 
tributory affections. The limits of this are 
defined by the history as to whether the pa- 
tient is able to carry on his usual activities 
(Class I), or is unable to carry on his ordi- 
nary physical activity (Class II), in which 
he is either slightly limited (a) or greatly 
limited (b) or is unable to do anything 
whatsoever and must remain in bed or in a 
chair (Class III). (American Heart Asso- 
ciation Classification of Myocardial Insuf- 
ficiency). All this information, valuable as 
it is, remains subjective, and practically no 
unequivocal data can be derived from this 
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source. For reliable criteria for the true 
indications of heart disease, we must, there- 
fore, turn to the other source, namely, the 
objective findings. 


THE PHYSICAL EXAMINATION 


Certain physical signs constitute the re- 
liable diagnostic criteria of organic heart 
disease with all its grave potentialities of 
failure. 


These physical signs, if they are to be 
considered absolute signs of heart disease, 
must be such that each single one in itself 
indicates the presence of actual or potential 
myocardial changes that sooner or later lead 
to congestive or the anginal type of heart 
failure. These signs must also be such and 
so inclusive that the absence of each and 
every one of them is proof that the patient 
is not suffering from heart disease. Any 
such index of signs must of necessity be 
rather dogmatic and may at times lead to 
slight error. On the whole, however, it is 
more satisfactory to be somewhat dogmatic 
than to be constantly vacillating and un- 
sure of one’s position. The diagnostic cri- 
teria of heart disease, that have been more 
or less generally accepted in cardiological 
circles, will be presented and discussed. 


I. SERIOUS CARDIAC MECHANISM DISTURB- 
ANCES THAT INDICATE HEART DISEASE, 


Auricular fibrillation, flutter, heart block 
and alternation, when definitely or perma- 
nently established, are produced only in 
damaged hearts. These significant disturb- 
ances of cardiac action may be elicited by 
an examination of the radial or carotid pulse 
and the apex beat with vagus, exercise or 
amylnitrite. The complete arrhythmia per- 
sisting and increasing as the rate rises to 
over 120 or 140; the rapid regular rhythm 
sharply but temporarily influenced by vagus 
pressure; the slowed regular rhythm in- 
creased by a multiple or uninfluenced by 
exercise; and the regularly recurring weak 
beats unaccompanied by pauses, are usually 
sufficient eveidence for a diagnosis of the 
disorders. The persistent presence of any 
one of the disturbances is most significant 
in that each is always preceded by, initiat- 
ed by and accompanied by serious myocar- 
dial damage. Clinical or bedside means are 
usually sufficient to establish fairly accu- 
rately the diagnosis, with the possible ex- 
ception of an occasional instance of atypical 
flutter and heart block. Electrocardio- 


graphic tracings will determine the exact 
nature of rhythm disturbances. Blood pres- 
sure studies or tracings, noting the alter- 
nate higher and lower levels of the systolic 
arterial blood pressure, establish definitely 
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a record and confirm the suspicion of an 

ominous pulsus alternans, which is the sign 

of a gravely weakened myocardium. 

II. SIGNS OF VARIOUS CHRONIC CARDIAG 
VALVULAR LESIONS THAT EVIDENCE 
HEART DISEASE. 


Diastolic, mitral and aortic thrills and 
murmurs. Thrills are the palpable counter- 
part of loud murmurs. The latter are grave- 
ly significant only when diastolic in time, 
except for the occasional rare congenital 
systolic ones. A _ slow diastolic vibration is 
felt in the presence of an audible, rumbling, 
apical diastolic murmur, the characteristic 
physical findnigs in a patient with a well- 
developed mitral stenosis. Mitral stenosis 
is a valve lesion which spells previous rheu- 
matic valvulitis and, consequently, rheumat- 
ic heart disease, with or without the history 
of previous infection. In rheumatic fever 
the myocardium’is always directly affected 
to a greater or less extent. Focal and dis- 
seminated scars found in the auricular and 
ventricular muscle are proofs of the wide- 
spread involvement of these structures. 
With the added embarrassment of mechani- 
cal defects in the mitral or aortic valve, the 
heart is bound to give way eventually under 
the added strain. 

The high-pitched basal diastolic murmur 
transmitted from the second right to the 
third left intercostal space and on toward 
the apex or axilla, so characteristic of a very 
free aortic regurgitation, signifies old rheu- 
matic heart dsiease in the young individual, 
or syphilitic heart disease if the patient is 
middle-aged, or arteriosclerotic disease in 
senility. In vascular syphilis the root of the 
aorta is usually affected and the process in 
the wall frequently encroaches upon the ori- 
fices of the coronary arteries. Narrowing of 
these cuts down the blood supply to the 
heart, which is further and probably pri- 
marily impaired by the low diastolic blood 
pressure. Thus the coronary blood flow is 
reduced to a very low ebb. Besides this 
grave nutritional disturbance, the unusual 
infiltrated and fibroid lesions complete the 
evidence of direct and indirect involvement 
of the myocardium by the syphilitic virus. 
Syphilitic vascular disease without heart 
disease is inconceivable. 

Ill. ABNORMAL AREAS OF AORTIC AND 
CARDIAC, DULLNESS; AORTITIS, ANEU- 

RYSM, HYPERTROPHY OR DILATATION OF 

THE HEART. 

Enlargements of the great vessels, or 
of the heart itself, invariably interfere with 
the essential blood supply of the myocar- 
dium, and the encroachment sooner or later 
leads to insufficiency and congestive failure. 
The signs of aortitis, the increased retro- 
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manubrial dullness, must be accompanied by 
a pathologic ringing, metallic or tambour- 
like aortic second sound in the presence of 
a normal blood pressure. Further dilatation 
to the point of production of aneurysm 
gives rise to increasing dullness, abnormal 
pulsations, diastolic shocks, or rebounds, 
tracheal tugging, unequal brachial blood 
pressures and radial pulses and transmitted 
heart sounds. Besides these, we find an ex- 
tensive vascular damage, and all taken to- 
gether constitute the manifestations of vas- 
cular syphilis, especially when accompanied 
by sharply accentuated reverberating, liquid 
aortic second sounds in the presence of a 
normal blood pressure. Syphilitic aortitis, 
aneurysm, especially the latter. do not pro- 
duce as profound changes in the heart as 
are present in aortic regurgitation. Never- 
theless, the changes are significant. Trau- 
matic, arterio-venous aneurysm, unrepaired 
for many years, results in myocardial] dam- 
age in the hypertrophied heart. Fluoroscop- 
ic examination and teleoroentgenograms, es- 
pecially with lateral and left and right 
oblique views, are generally employed to 
corroborate the clinical diagnosis. 


Clinically recognizable increase in the size 
of the heart means a pathological heart mus- 
cle which sooner or later will fail, principal- 
ly because its blood supply cannot keep pace. 

The increased area of cardiac dullness is 
likewise not sufficient evidence. in itself, of 
cardiac enlargement. It may be produced 
by a pericardial effusion, but under such 
circumstances it is of about equal signifi- 
cance. 


Visible disp'acement to the left of the 
midclavicular Jine of the cardiac apex is gen- 
erally conceived to be the most definite, al- 
most infallible clinical or bedside sign of 
cardiac enlargement, in the absence of dull- 
ness in the opposite chest. For the most 
part, the circumscribed apex impulse is the 
best criterion of the size of the heart on 
the left border of dullness, which sometimes 
is difficult to make out. This, for the most 
part, corresponds to the left border of the 
normal or moderately enlarged heart, and in 
very large hearts does not quite indicate the 
full extent of the left border of the heart to 
the left. If this extension is more than 15 
cm. beyond the midsternal line, if definitely 
outside the midclavicular line, if there is no 
gross evidence of any massive collapse of 
the left, or air or fluid in the right, pleural 
cavity, cardiac enlargement is present. Di- 
Jatation and hypertrophy of the heart are 
incompatible with continued normal func- 
tion and integrity of the myocardium, be- 
cause, sooner or later, with aging if from 
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no other reason, the circulation of the heart 
itself is embarrassed. There can be added, 
to substantiate the signs, the graphic evi- 
dence of fluoroscopic findings, or the dia- 
grams or teleoroentgenograms, which yield 
absolutely conclusive evidence of an exact 
measurement of the shadow of the enlarged 
heart. The evidences of etiological factors 
producing the cardiac enlargement may be 
present. These usually are either the val- 
vular lesions, the sclerosis and tortuosity 
of all peripheral vessels, increased blood 
pressure, evidences of renal damage. Hyper- 
thyroidism, or hyperthyroidism, may be re- 
vealed, further substantiating the diagnosis 
of heart disease. Chronic adhesive pericar- 
ditis usually escapes detection. 

The increased area of cardiac dullness, 
abnormal areas of dullness in the regions of 
the great vessels, are usually corroborative 
of previously elicited signs, such as visible 
and abnormal pulsations of the cardiac im- 
pulse, substantiating the diagnosis of aneu- 
rysm or myocardial disease. Pericardial] ad- 
hesions anchoring the heart to the chest 
walls produce physical embarrassment to 
cardiac action, increasing as time goes on 
and, at the same time, constricting, and by 
pressure decreasing, the circulation and pre- 
disposing to circulatory embarrassment, 
damage, and eventually failure. 

IV. CHRONIC, TOXIC, VASCULAR, META- 
BOLIC AND RENAL DISTURBANCES IN- 
VARIABLY DAMAGE THE HEART. 

Chronic hypertension, chronic nephritis 
and chronic hyperthyroidism are recognized 
etiological factors in the production of ad- 
vanced heart disease, and therefore their 
presence alone over a period of time would 
be taken as indirect evidence of myocardial 
damage. One cannot be absolutely certain 
just how this damage is brought about, but 
evidently there is quite a strain in the bur- 
den of continued high blood pressure. There 
is a characteristic narrowing of the arter- 
ioles all over the body, producing nutritional 
changes in the heart muscle as well as in 
other muscle elsewhere, with ultimately the 
concomitant arterial changes. The circula- 
tion of retained metabolic by-products, in- 
complete and abnormal endocrine, especially 
thyroid secretions, inevitably produces di- 
rect chemical changes on the heart muscle 
cells. Shifts in the acid-base, electrolyte, 
blood protein, albumin and globulin levels, 
and osmotic changes, are still theoretical 
consideration and explanaton only. The ex- 
tra burden of increased circulatory ‘effi- 
ciency, against greater or less odds, results 
in heart muscle changes recognized as path- 
ologic cardiac hypertrophy. 

Cardiac damage may not always be s¢:- 
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ondary but may be initiated by the same 
factor or infection which produces the rec- 
ognized hypertension, nephritis or hyper- 
thyroidism, as presenting symptoms. 


A chronic hypertension, or hyperpiesia, is 
one which persistently remains 30 or more 
millimeters of mercury above the accepted 
average normal for the patient’s age and 


sex.* In the female a temporary postmen-. 


opausal increase in blood pressure is not so 

ominous. Some accept anything over 160 

millimeters of mercury systolic and 90 mil- 

limeters diastolic as hypertension; others 

put the critical level as 180 systolic and 

100 diastolic. 

V. GENERALIZED VASCULAR CHANGES OR 
LOCALIZED CORONARY THROMBOSIS 
MEANS HEART DISEASE. 

Widespread arteriosclerosis demonstrable 
only peripherally, and the vascular enlarge- 
ment and elongation effecting an increased 
tortuosity of the vessels, may be considered 
as evidence of a generalized process. The 
aortic root and, consequently, the orifices 
of the coronary arteries, are practically 
never spared in widespread arteriosclerosis. 
On the other hand it is common to have 
these central arteries involved with rela- 
tively little definite change in the peripheral 
ones. The inevitable nutritional disturban- 
ces impair the structure, as well as the 
function, of the myocardium. The changed 
coronaries can no longer supply the three- 
fold volume demanded on exertion and, con- 
sequently, there results an ischemia cardis. 
There may often be, with the cardiothoracic 
distress, spasms or coronary obstructions, 
but no unequivocal signs evident on ordi- 
nary physical examination. 

Heart disease is always present in the 
presence of such vascular diseases. These 
may be lacking and _ subjective evidence 
alone, an excruciating substernal pain ra- 
diating into the arm, accompanied by blood 
pressure changes and vasomotor disturb- 
ances, must occasionally be accepted. 


The story of one acute attack of severe 
persisting precordial pain—followed by dys- 
pnea, frothy blood-tinged pulmonary-edema 
fluid, cyanosis, distant heart sounds, a fric- 
tion rub, leukocytosis and fever—indicates 
that an infarction of the myocardium has 
taken place as the result of localized, often 
minimal, coronary changes. The coronary 


*The generally accepted normal systolic blood 
pressure level is calculated on the basis of 120 at 
20 years with 1 millimeter rise for every two years 
above this age, thus putting the normal level at 
135 millimeters of mercury at 50 years. The signi- 
ficance of decidedly subnormal levels in advancing 
years has not been absolutely established. 
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thrombosis usually so damages the heart 
that anginal or congestive failure appears 
sooner or later. 

COMMENTS 


It is, of course, sufficient for the diagno- 
sis of heart disease to find one of these reli- 
able signs as an index. However, the rule is 
that not only the one presenting in a given 
case need be depended upon. Usually there 
are several corroborative findings. When a 
patient, however, does not present any one 
of these ten physical indices, no matter what 
the symptomatology may be, one can feel 
quite secure in stating that the patient is 
not suffering from heart disease. In the ab- 
sence of each and every one of the cardinal 
signs or predisposing state, the individual 
cardiac symptoms, regardless of their in- 
tensity, must be considered as a part of 
functional rather than organic heart disease. 
The prognosis accordingly would be much 
better, and any claim for disability could 
not'be upheld. Rare _ electrocardiographic 
abnormalities, evidence of prolonged auricu- 
loventricular conduction time, high-grade in- 
traventricular defective conduction, may in 
themselves be indicative of grave myocar- 
dial damage, but usually these cases present 
one, and often more, of the clinical bedside 
findings. Clinical findings and conclusions 
are substantiated and corroborated by this 
graphic means. , 


In summary, then, the conception of what 
is meant by the term “heart disease” and 
the basis for the diagnosis of an organic 
circulatory disturbance is highly desirable 
from the patient’s standpoint as well as 
from the physician’s. 


A diagnosis of “heart disease” should be 
made only in those who present the reliable 
criteria or physical signs which can be taken 
to indicate that the heart muscle itself has 
suffered definite structural impairment 
such that its reserve is diminished. The 
damaging effects of infection, allergy, an- 
oxemia, exhaustion, strain, under nutrition, 
or developmental disturbances. Mechanical 
embarrassments may actively contribute to 
the eventual picture but are always of sec- 
ondary moment. The damaged heart muscle 
is such that the signs and symptoms of myo- 
cardial insufficiency, incompetency, namely, 
congestive or anginal heart failure, will ap- 
pear in the presence of such precipitating 
factors as undue exertion, intercurrent tox- 
emia, or the inevitable vascular and circula- 
tory changes and complications of advanc- 
ing hypertrophy and age and the concomi- 
tant embarrassment of a coronary circula- 
tion. 


The signs which indicate this are arrang- 
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ed in groups.as follows: First, Auricular fib- 
rillation, flutter, pulsus alternans and heart 
block. Second, Diastolic, mitral and aortic 
thrills and murmurs. Third, Increased dull- 
ness of aortic dilatation, aneurysm and car- 
diac enlargement. Fourth, toxic, hyperthy- 
roidism, metabolic or renal disturbances’ 
chronic hypertension and nephritis. Fifth, 
Generalized arteriosclerosis. 





SODIUM AMYTAL FOR THE 
PREANESTHETIC PREPARATION OF 
SURGICAL CASES 
CHARLES T. STURGEON, M.D., 
SHULER F. FAGAN, M.D., and 
IDA HEISSIG, M.D. 

Los Angeles, Calif. 

(Read before the Annual Meeting of the Medical 
and Surgical Association of the Southwest, held in 
El Paso, Texas, Nov. 6-8, £930). 

The derivatives of barbituric acid have 
been used for many years as hypnotics and 
sometimes as anesthetics. In order to clar- 
ify the relationship between the descrip- 
tive clinca] term arid the synonymous trade 
name of the barbituric acid derivatives 
which have assumed some significance in 
medicine, Lundy‘ has prepared the following 
list. 
lso-Amylethyl Barbituric Acid—Amytal. 
Isopropylethyl Barbituric Acid—lIpral. 

Phenylethyl Barbituric Acid—Luminal. 

Cyclohexenylethyl Barbituric Acid—Phanodorn. 

Ethylbutyl Barbituric Acid—Neonal. 

Phenylmethyl Barbituric Acid—Rutonal. 

Diethyl Barbituric Acid—Veronal or Barbital or 
Malonal. 

Allylisopropyl Barbituric Acid—Allonal or Numal. 

Diallyl Barbituric Acid—Dial. 

Isobutylallyl Barbituric Acid—Sandoptal. 

Diethyl Barbituric Acid and 

Allylisopropyl Barbituric Acid—Veronal and 
Allonal, called Somnifene. 

B-Brompropenylisopropyl Barbituric Acid—Noctal. 

B-Brompropenylisobutyl Barbituric Acid—Pernocton 

The sodium salts of these derivatives of 
barbituric acid are preferable to the acid 
itself for many reasons, chiefly because of 
the solubility. 

Sodium iso-amyl-ethy] barbituric acid (so- 
dium amytal) is furnished by the Eli Lilly 
Company in ampules containing 16 grains. 
This is dissolved in 10 c.c. of sterile distilled 
water making a 10 per cent solution. This 
solution shows a hydrogen ion concentration 
of between 9.5 and 9.8, which gives a maxi- 
mum anesthetic effect with a minimum de- 
gree of toxicity. This solution can be giv- 
en intravenously, orally, subcutaneously or 
intraspinally. Our experience with sodium 
amytal has been entirely with the intraven- 
ous route. The drug has been used only as a 
preanesthetic hypnotic and not as an anes- 
thetic. 


This report is in no way an attempt to 
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compare sodium amytal with other barbitu- 
ric acid derivatives but only to record our 
experience with a method which we consider 
a great advance in the preanesthetic prepa- 
ration of surgical patients. There has been 
no fatality in this series traceable to the 
sodium amytal. 

This report comprises 200 cases. One hun- 
dred and twenty-five cases were private pa- 
tients and seventy-five cases were from our 
clinic at the Los Angeles General Hospital. 
The sodium amytal at the Los Angeles Gen- 
eral Hospital was given under the supervis- 
ion of Dr. Ida Heissig, Chief of the Anes- 
thetic Staff. 

Table 1 shows the type of operation in 
which sodium amytal was used. 


TABLE I. 
Operation No. of Cases 
I aos ac corcctieecdlsncinnniaaticninn 101 
AT TE 20 
Cholecystectomy and Choledocholithotomy.... 4 
GRGIEOCRUCTOROOINY oan nnn. ncsss es cas-ne 15 
Gastrectomy for Carcinoma ..................-..--- 7 
NN re laces ae ar cncacinciaionsss 2 
Carcinoma of the Cecum ......................-- 1 
Carcinoma of Ascending Colon 1 
RS Re seen enereree 3 
Descending Colon for Carcinoma.......... 2 
Carcinoma of Sigmoid .....................--.-.-- 1 
Removal of Rectum for Carcinoma .......... 2 
Carcinoma of Liver, Exploratory ................ 3 
Pe a eee seen eer 14 
IN it cach ncaa amin exemnmicns 10 
Rs cata cc sachadueecsc te somvanccensnniipccaonnipets 6 
RN cb deietsaccvrcne congo emincennnt 2 
| ee ner Ret. wrnee ner 2 
Coes of Coenl PI ....................... 1 
ESSE S Rea eee erro 6 
a a 2 
I sass sinesianisitsean es acniceniatenvsionersesie 7 
Oophorectomy, for Cyst ...............-----:----- 1 
Splenectomy, for Splenic Anemia ............ 1 
Removal of Submaxillary gland .............. 1 
for Carcinoma. — 
TN eericrncs eters 200 


PREANESTHETIC HYPNOSIS 

The chief object of using any preanesthet- 
ic hypnotic is to relieve the fear most pa- 
tients have of an operation and of taking an 
anesthetic. Most patients worry more about 
the anesthetic than they do about the op- 
eration itself. Sodium amytal relieves the 
patient of this preoperative fear, diminish- 
es the amount of anesthetic used, decreases 
that postoperative nausea and vomiting and 
allows the patient several hours of postop- 
erative sleep. Patients who have had two 
operations, one without the sodium amytal 
and the other with sodium amytal, are unan- 
imous in their praises of this new method. 

Dosage and administration according to 
Zerfas’: 

When sodium amytal was first used to 
produce anesthesia, doses as large as 30 
grains were given :ntravenously, and even 
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then at times ether had to be used. The long 
postoperative narcosis of twelve to twenty- 
four hours was an objectionable feature, be- 
ing responsible for many of the postopera- 
tive lung complications, such as broncho- 
pneumonia and pulmonary edema. 

In our series no attempt was made to pro- 
duce anesthesia with sodium amytal, so that 
the dose we use has been much smaller. 

Although there is a rough relationship 
between the dose and the weight of the pa- 
tient there are other factors more important 
such as: 

(1) The age and general condition of the 
patient. Very elderly and debilitated 
patients require less sodium amytal. 

(2) Toxic patients with an elevated basal 
metabolic rate will require larger doses. 
Several toxic goiter patients required 
2214 grains to produce sleep. 

The method of using sodium amytal has 
been as fo'lows: If indicated, the pa- 
tient is given 1/6 grain of morphine, 
1/150 grain of atropin, about three quar- 
ters of an hour before injecting the sodium 
amytal. The solution is made fresh for each 
case. It is given with the patient in bed in 
his room. The blood pressure is taken just 
before injecting the sodium amytal and re- 
taken after every 3 c.c. (414 grains) of the 
solution is injected. The _ solution is_ in- 
jected very slowly, never faster than 1 c.c. a 
minute and as soon as the patient is asleep, 
or if blood pressure drops too rapidly, the 
injection is stopped. We have no precon- 
ceived idea as to the dose necessary but are 
content to produce sleep, as we always use 
an anesthetic. Some patients go soundly 
to sleep on 314 grains and others, as in 
toxic goiter cases, have received 2214 grains. 
The average dose in this series was 9 grains. 
Usually, in from three to six minutes the 
patient becomes drowsy and falls into a pro- 
found sleep. 

The one giving the injection should be 
familiar with the patient’s condition and 
also familiar with the possible reactions. 
The sum total of the effects are obtained 
almost instantly so that there is not much 
danger of a delayed accumulative action. 
BLOOD PRESSURE, PULSE and RESPIRATORY 

CHANGES. 

The most interesting change in the pa- 
tient’s condition is the fall in blood pressure, 
the greater fall being in the systolic pres- 
sure, with very little change in the diastolic 
pressure. Fourteen cases showed no change 
in blood pressure and in one case the systolic 
pressure dropped 96 mm. In several cases 
there was a drop of 60 mm. The average 
drop of the systolic pressure was 17 mm., 
and of the diastolic pressure was 5 mm. 
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The drop in pressure occurs early during 
the injection and reaches the maximum in 
about ten to fifteen minutes and it usually 
returns rapidly to the former level about 
the time the patient reaches the operating 
room. 

The following charts, Nos. I, II, III, il- 
lustrate some of the blood pressure changes. 

ANESTHESIA RECORD 





Hospital Ld. GW. aii ee 
No. Soo Ward 44434 Date 1-30-20 We. _ Mt. a “ails 
Name “Fretwell _____ ageSle Coteor wl Sex“Fe, RH le Fair 


Operation proposed _ o Thyrodecomy. 


Physical findings normal except for 





Procpeetive T.P. 8 ——— 
Preliminary hypnotic ¥113..0¢. Te Ot. <0 Dose amuytal Ge A faTime of adm._ 


A.M. 
Hourip'M. 15 38 45 i 3 6 Is 0 4 1s 








——Oyas ‘ 
ene —~ ‘ 


Regsined consciousness 





c rm 
Newer O Cire. tet 
eS 0 24 _ 
Eacesive _ 
Stal 


Convalesremes -_ 


CHART I. 

Shows a fall of 60 mm. in the systolic pressure 
only 10 mm. fall in the diastolic. Very little change 
in the pulse and temperature. 

There does not seem to be a constant re- 
lationship between the fall of blood pres- 
sure and the amount of sodium amytal used, 
as illustrated in Table II. 
__TABLE Il. 








ey 
= 
3 $a 
je A>, ‘ 
= ®& rr os to 
se 8 net Pa] kes <3 & 
: 4 cc .b #88 82 
ont? = of eA 2®@ a 
Operation 3 3 Z5 3& $2 mo 
se as EE a % & 
vee = x - Cos 
>= F ok) 35 sh . @ 
4 % om arn Orn —m) eA 
» g 2 S& E: Se £2 
<a - Me in aa A, 
Hyperplastic 
Goiter 17 27 150 152/68 8 gr. 132/70 -20mm. 
Adenoma of 
Thyroid 44 +12 132 160/70 15 gr. 100/68 -60mm. 
Adenoma of 
Thyroid 1x 19 124 155/62 12 gr. 90/67 -65mm. 
Acute 
Appendicit’s 15 210 176/80 10 gr. 80/60 -96mm. 
Hyperplastic 
Goiter 18 +24 176 140/70 224 gr. 130/70 -10mm. 
Gastrectomy 62 120 130/80 8 gr. 80/55 -50mm. 
Acute 
Appendic tis 39 138 110/70 13 gr. 110/60 none 
Cholecystectomy 16 168 140/80 15 gr. 138/76 - 2mm. 
Acute 
Appendicitis 35 165 110/75 15 gr. 110/75 none 
Cholecystectomy 1% 196 169/100 11 gr. 160/95 none 
Adenoma of 
Thyroid 16 22 140 176/110 224 er. 170/100 - 6mm. 
Hyperplastic 
Go ter 22 36 110 140/70 15 gr. 100/60 -40mam. 
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ANESTHESIA RECORD 


Hespite! L.A. G. He —— a 
No. 118SS Ward SGe Date 10-10-24 Wt. ae 
Name Rad gers __ Age 39_Coler ul Sex F_* 
Operation proposed 


Sena n-ne 





{Brave 
c 





Pre-operative T P. R.. 

Preliminary bypnotic ag nae 
A.M. 

Hourip’M. 15 30 45 s 0 6 s 0 








Surgeon Ameathetiat Te VAT _ — aa 
Operation ame 
Nene OC Cire. [int 


Regained consclousmess_ —. Slight O (3 





CHART II. 


Shows a fall of 80 mm. 
and only 15 mm. fall in the diastolic. 
change in the pulse and respirations. 


in the systolic pressure 
Very little 


ANESTHESIA RECURD 

















Hoepitat a. Ca. GH Cry Ly Qe 

No.£1244_ Ward Soo Date 12-20-24 Wt. Bt. swe"8 

Name tbo _ Age Color sa) Serbo, Bit ]C Thor 
Operation proposed 

Physical Gndings mermal except for 

Pre-operative T. P. R tt 

—-" a ee 

Hourjp: PM. 1S 8 4s is “s 1s 





Surgeon Anesthetist “Delt 


Operation —___ Thyra decta = 
Hegained consciousness__ ——— Gap en f 
(Comvelescemre a a a" 
CHART III. 


Shows a fall of 10 mm. in the systolic pressure, 
then a rise of 70 mm. Diastolic no fall, but a rise 
of 30 mm. Pulse varied from 104 to 150. Respira- 
tions little affected. 
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Having had a rather large number of cases 
in which the fall of blood pressure was rath- 
er marked, we have tried giving *4 grain of 
ephedrin about fifteen minutes before in- 
jecting the sodium amytal. This method 
has been used for the last seventy-five cases 
and the results have been very satisfactory. 
The drop in pressure has varied from none 
to 30 mm. 


The following charts illustrate the slight 
change in the blood pressure after using *4 
grain of ephedrin. 


ANESTHESIA RECORD 


Hopital La G cu La ——— 
0 Ward 200 — Date 4-12-208 He A 
No.i20 141 Ba rate F-12-BO We “aaa |B Fave 
Name Agel} Color W_ Sex ttt c 
Operation pmmedl. ThyroadecYo mu. —o 


Physical Gndings normal except for 


Pre-operative T. P. R Gphedeine Or 3/4. 
Preliminary bypnotie MS.Qe M4 OX jie aay 22./Zime of adm. 


6s 2» & is 


Hour i>’ Mt 56 © 56 0 4% 











Surgeon __ SYargeon Anesthetist Moyer 
Operation ~ teyfandectomuy —aF = 
Regained consciousness __ ae is 


Meee 
C 





CHART IV. 


Shows a rise of 10 mm. in the systolic pressure. 


No change in the diastolic pressure. Very little 
change in the pulse and respirations. 
Many cases showed an increase in the 


blood pressure at the end of the injection, 
as illustrated in Table III—all received *; 
grain of ephedrin. 
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2 3 = 2° os 26 fF 
eg © St Es se EE 
<a Fs ae iH ad <a 
Adenoma of 
Thyroid 17 24.138 150/105 15 er. 174/110 +24mm., 
Cholecystectomy {1 165 154/100 Thi gr. 170/105 + 16mm, 
Hyperplastic 
Goiter 24 8 98 110/80 lier. 120/80 +10mm. 
Hyperplastic 
Goiter 19 33.108 114/74 13 ¢gr. 120/80 + 6mm 
Obstructive Jaundice 
due to Common 
Duct Stone 54 158 112/70 lier. 144/80 + 16mm. 
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ANESTHESIA RECURD 


Mespitet dk, a. Goh — sa 
Ne.wiSai Ward Soo  Date4-11- 30 We._ a 
Neme__Zamora _____ Age 20_Color w) _ Sex Fe 
Operation pupent..._Togpechoalth ™ 
Physical findings normal except for very 

Pre-operative T. P. R.____ ; 3, 
pennant hat fas aml Fete < 


Hourie'M. 1s 0 48 is 0 is 0 1s 
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Anesthetic__Ylone. _ Dosage ; 

Surgeon _Sraegeon __ Amesthetiot _ Baysr 

Operetion —_<CanpaiAee hers ee a ~ 

Regsined conscioussess__ e __ Vomit \ionee tape ry 

—— Sew 
CHART V. 


Shows a fall of 10 mm. in the systolic and dias- 
tolic pressure. Respirations and pulse very little 
change. 


There has been practically no effect on 
the pulse rate, as shown in Charts I, I, 
III, IV and V. The respirations are regular, 
usually increased. Slight cyanosis has oc- 
curred in a few cases. 

Supplementary anesthetic agents, as nit- 
rous oxide and oxygen, ether, local and 
spinal, were used, as follows: 


Anesthetic No. of Cases 
NiwOUS Oxide andl OKYGEM ......-.2.....-...0012--000--00e0- 142 
Nitrous oxide, oxygen plus ether ......................-- 15 
I cea acc haerss nce iegenntaatevsckagmtneiageuakeiea 20 
a aaa 10 
a atts 8 ces fb hon raven ciponassatuedanebes vasonasntaiah 8 
ROD = oie csokcrce css ca crsrensinovennebinuuiiasdversecasias 5 


Patients under the influence of sodium 
amytal take the anesthetic much more easi- 
ly. There is no excitement, no laryngo- 
spasm, and the amount of the anesthetic 
used is much less. 

Our preference is for nitrous oxide and 
oxygen. More oxygen can be used. There is 
less cyanosis and the muscular relaxation is 
sufficient in most cases to do any upper ab- 
dominal operation. 

Although spinal combines very will with 
sodium amytal, one must remember that 
spinal anesthetic also depresses the blood 
pressure. We make sure before giving spinal 
that the blood pressure has returned to the 
original level. If not, we give *4 grain of 
ephedrin and, if the blood pressure remains 
low, spinal is not used. 
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DURATION OF EFFECT 

The postoperative sleep lasts from one to 
eight hours, depending on the dose used. 
One patient, age 52, with carcinoma of the 
rectum, slept thirty-two hours on 14 grains 
of sodium amytal. There was only 5 mm. 
drop in the blood pressure and the operation 
was completed without any supplementary 
anesthetic. 

Just before awaking the patients may be 
slightly restless, but not violent. Usually, a 
4, grain of morphine sulphate will quiet 
the patient. Patients with hyperthyroidism 
are more restless than non-toxic cases and 
require more opiates. About 5 per cent of our 
patients were extremely restless and one 
patient was violent. 

Postoperative nausea and vomiting are 
extremely rare, certainly much less than 
without the use of the sodium amytal. 

The administration of fluids both intra- 
venously and subcutaneously is easier while 
the patient is asleep. 

ADVANTAGES 

1. The patient is relieved of all preopera- 
tive fear. 

2. Patient is unaware that the anesthet- 
ic is being given. 

3. Quiet respirations, making upper ab- 
dominal surgery easier. 

4. In most cases less of the anesthetic 
agent is required. 

5. Postoperative sleep, with loss of mem- 
ory for painful events. 

6. Absence of postoperative nausea and 
vomiting in most cases. 

7. Also valuable when complications 
such as hiccups, psychosis, severe pain, idio- 
syncrasy to opiates, morphine addiction, are 
present. 


DISADVANTAGES AND COMPLICATIONS 

1. Moderate degree of hypertension and 
of hypotension are not contraindication to 
the use of sodium amytal. 

2. In elderly patients with arterioscler- 
osis and fixed hypertension, sodium amytal 
should not be used. 

3. In patients with badly damaged 
hearts and hypertension, sodium amytal 
should not be used. 

4. Patients with lung infections, lung ab- 
scess or bronchiestasis, only small doses of 
sodium amytal should be used in order not 
to interfere with the cough reflex. 

5. Persons who are known to be sensi- 
tive to any of the barbiturates should not be 
given sodium amytal. 

6. Bronchopneumonia and edema of the 
lungs are commonly reported. 

In this series we have only one case of 
bronchopneumonia and no cases of pulmon- 
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ary edema. Both complications are probably 
due to too large a dose of sodium amytal, 
with too long postoperative sleep. 


CONCLUSION 

Any drug as powerful as sodium amytal 
that can put a patient to sleep within five 
minutes and that cannot be immediately re- 
moved from the circulation, demands great 
care in its administration. It is only by the 
best cooperation between the surgeon and 
- anesthetist that this can be accomplish- 
ed. 
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A REVIEW OF THE PRESENT DAY 
SURGICAL TREATMENT OF CER- 
TAIN DISEASES OF THE CHEST 
FRANK S. DOLLEY, M.D. 
Los Angeles, Calif. 

(Read before the Annual Meeting of the Medi- 
cal and Surgical Association of the Southwest, at 
£l Paso, Texas, Nov. 6-8, 1930). 

The fact that any particular surgical 
procedure is new by no means proves that 
it is an advance over previous operations 
performed. Wave upon wave of surgical en- 
thusiasm has swept over the world following 
extravagant statistics, too soon compiled, of 
new and remarkable’ operative cures ob- 
tained. In the wake of these waves so many 
times have been unnecessary suffering, 
chronic invalidism or death. A conservative 
discussion from time to time of present-day 
methods in this still adolescent specialty of 
chest surgery, is well worth while. If this 
paper promotes such a discussion it will, in 
the opinion of its author, have served its 
purpose well, indeed. 


The speaker has but recently returned 
from a tour of inspection through the prin- 
cipal chest-surgery clinics and sanatoria of 
Europe. The observations which will be 
made upon the various diseases of the chest 
are based, therefore, on both the present- 
day American and European procedures. 


TUBERCULOSIS OF THE LUNGS 

From 20 to 30 per cent of the residents in 
the principal sanatoria of Europe today are 
under artificial pneumothorax treatment. In 
the Schatzalp Sanatorium at Davos, in 
Switzerland, 30 to 40 per cent receive such 
collapse therapy. There is growing tenden- 
cy in the European sanatoria, as well as 
here, to begin pneumothorax comparatively 
early in the course of an essentially unilat- 
eral exudative tuberculosis. There exists the 
same uncertainty abroad, as here, in regard 
to the length of time that should elapse be- 
fore a lung, compressed by pneumothorax, 
may be allowed with safety to re-expand. It 
still remains a problem to be settled accord- 
ing to the judgment and experience of each 
physician. When lung re-expansion is de- 
cided upon, permanent phrenic interruption 
is of definite value, not only in reducing the 
extent of pulmonary re-expansion, but also 
in lessening the perpendicular pull following 
adherence of the lung to the diaphragm. 
Phrenicectomy may benefit greatly when, 
under artificial pneumothorax, pleural adhe- 
sions to the diaphragm definitely prevent 
satisfactory lung collapse. The Germans 
report particularly good results following 
this procedure and the speaker is thoroughly 
convinced of its value. 
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PNEUMOLYSIS 

Conservatism in the presence of pleural 
adhesions interfering with lung collapse 
during artificial pneumothorax, is becoming 
steadily more apparent. Unverricht is do- 
ing one operation for the division of adhes- 
ions now, where he did ten five years ago. 
If a cavity is situated immediately beneath 
an adhesion which prevents collapse of its 
walls, division of this adhesion is not with- 
out risk. Cavity rupture, even two to three 
months after adhesion division, not rarely 
follows. If there are multiple adhesions with 
one or more of considerable size, their di- 
vision is usually inadvisable. The longer 
and thinner the adhesions, the better the 
prognosis for relief after their division. 
Pneumolysis should not be attempted during 
the first three or four months after the be- 
ginning of artificial pneumothorax since 
pleural resistance to bacterial invasion is 
notably less during this period. Moreover, 
many pleural bands that at first resist, oft- 
en give way under the constant intrapleural 
pressure. In brief, if the collapse of the 
lung is unsatisfactory after several months 
of pneumothorax, and if there are one or 
more comparatively small adhesions which, 
divided, might allow the lung to be satisfac- 
torily collapsed, and if there is no cavity 
within the immediate vicinity of these ad- 
hesions, intrapleural pneumolysis is definite- 
ly indicated. If, however, the case does not 
meet these requirements, thoracoplasty often 
is attended with less risk and more prompt 
permanent relief. 


The open method for the division of pleu- 
ral adhesions is almost universally con- 
demned. The great majority of patients so 
treated develop tuberculous pleural effu- 
sions, many of which sooner or later become 
secondarily infected. 

PHRENIC INTERRUPTION 

There is no question but that this is one 
of the most abused procedures pertaining 
to chest surgery today. It is extremely un- 
fortunate that bad results following any 
given method of treatment in so chronic a 
disease as pulmonary tuberculosis, should 
appear, as a rule, so slowly that without 
careful scrutiny the causative factor is often 
overlooked. It is this unfortunate fact that 
hides from us many thoroughly bad results 
following phrenic interruption. The more 
conservative men, experienced in both medi- 
cal and surgical treatment of tuberculosis, 
rarely, if ever, advise phrenicectomy in 
the presence of an acute exudative tubercu- 
losis, even though this process is relatively 
well limited to a lower lobe. Dumerest, in 
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sing exudative tuberculosis where phrenicec- 
tomy had been performed, found that, of 
those operated upon three or more years be- 
fore, none were alive. His conclusion was 
that the phrenic interruption had not neces- 
sarily contributed to their deaths but that 
it certainly had not been successful in check- 
ing the advance of the tuberculosis. 

In chronic productive tuberculosis the sit- 
uation is an entirely different one. Manifest- 
ly, fibrosis and chronicity indicate in a pa- 
tient more than usual resistance to the tu- 
bercle bacillus. In such a situation anything 
that may contribute to a lessening of the 
mechanical disadvantages interfering with 
the obliteration of active tuberculous areas, 
or to a lessening of the mobility of these 
parts, is indicated if the patient is not stead- 
ily improving, provided the procedure under 
consideration is warranted by the probable 
amount of good that it will do. In the speak- 
er’s opinion, the routine institution of phren- 
ic exeresis immediately preceding early 
thoracoplasty, is neither indicated nor ad- 
visable. If, under the flouroscope, little or 
no motion of the diaphragm can be seen and 
there is extensive fibrosis throughout a low- 
er lobe, little change in the position of this 
diaphragm can be expected by its paralysis. 
On the other hand, if the lower lobe shows 
no tuberculous activity and is comparatively 
free of markings suggesting old healed tu- 
berculosis, phrenic exeresis succeeds only in 
throwing out of commission to a greater or 
less extent that portion of the lung which the 
patient could use following thoracoplasty. 
Moreover, the vital capacity in the tubercu- 
lous patient is from 20 to 40 per cent less 
than normal. Phrenic interruption reduces 
the vital capacity still more and this reduc- 
tion persists from two to three months just 
at a time when the need for maximum effi- 
ciency in gaseous interchange and cardio- 
respiratory function is most necessary. If, 
on the other hand, there is definite dia- 
phragmatic mobility with respiration, and 
a careful study of the x-ray films, plus the 
physical findings, leads to the conclusion 
that a preliminary phrenic exeresis is indi- 
cated, the patient should be allowed several 
weeks to recover his cardio-respiratory 
equilibrium before thoracoplasty is begun. 

In lower lobe tuberculosis of the produc- 
tive type, phrenic interruption has given 
dramatically good results. Comparatively 
small cavities scattered through the lung in 
this type of tuberculosis occasionally disap- 
pear with astonishing rapidity following 
phrenic exeresis. In large cavities with ex- 
tensive pulmonary fibrosis, it is seldom that 
phrenic interrupution, as an isolated proce- 
dure, is of great value. 
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The belief is quite general that expecto- 
ration is attended with less effort following 
phrenicectomy. This is interpreted as 
meaning that coughing is more efficient. I 
am convinced that, after the first two or 
three weeks following phrenic interruption, 
coughing is not made more efficient by this 
procedure. In _ fact, I feel that thorough 
emptying of the lower lobe bronchi is ren- 
dered more difficult. It is amazing, during 
bronchoscopic examination following phre- 
nic interruption, to see how comparatively 
immobile is the lower lobe even during the 
violent coughing attacks that may occur 
during bronchoscopy. That patients suffer- 
ing from pulmonary tuberculosis are defi- 
nitely benefited by phrenic interruption, is 
most certainly true, but this benefit is 
probably due to decreased mobility of the 
affected lung rather than to increased ease 
in purulent evacuation. Coughing efficiency 
within the lobe itself is probably decreased. 
The ciliary action within the bronchi and 
the peristaltic movements of their walls, un- 
questionably are of the greatest aid in re- 
moving purulent material. It is very prob- 
able that, without these two factors, 
preenicectomy would frequently produce dis- 
astrous results. Repeatedly I have produced 
temporary diaphragmatic paralysis in the 
treatment of a non-tuberculous lung ab- 
scess. There has usually been improvement 
for two or more weeks, then the condition 
slowly has grown worse. The lung involve- 
ment has extended. I believe that dia- 
phragmatic paralysis decreases lung mobili- 
ty but does not aid bronchial drainage. 


EXTRA PLEURAL THORACOPLASTY 

(In Tuberculosis). The selection of cases 
for this procedure is becoming more and 
more careful. The rule may be laid down 
that, with rare exceptions, thoracoplasty 
does not arrest advancing tuberculosis. Theo- 
retically it would seem that thoracoplasty 
should accomplish in exudative tubreculosis 
the amazingly good results that artificial 
pneumothorax does. This is not borne out 
in fact. Given a patient with tuberculosis, 
whose inherent resistance is not great 
enough to stop the advance of the tubercle 
bacilli, and thoracoplasty is definitely con- 
traindicated for arresting the progress of 
the tuberculosis itself. Where, however, 
there are mechanical difficulties due to ad- 
herence of scar tissue to surrounding com- 
paratively immobile structures, the body 
may be unable on account of these mechan- 
ical difficulties to quiet the tuberculous ac- 
tivity. In such a situation, relaxation of the 
chest wall, graded intelligently both as to 
the extent of the rib resection and the num- 
ber of ribs to be removed at each procedure, 
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overcomes this mechanical barrier that has 
prevented arrest of the tuberculosis and al- 
lows nature once more to resume its fight 
against the tubercle bacilli without handi- 
caps. If the past history of the patient dis- 
closes a resistance which was able at first to 
control the advance of the tuberculosis, the 
prognosis in such cases is very good. If 
thoracoplasty is performed on a patient who 
has never shown definite tissue reaction to 
the tuberculous invasion, the results, in 
my opinion, are almost invariably bad. 

The three cardinal points for considera- 
tion when thoracoplasty is contemplated in 
a given patient, are: first, his past and pres- 
ent resistance to tuberculosis; second, the 
mechanical situation that exists and how 
much, if any, relief of this can be accom- 
plished by thoracoplasty ; third, how great a 
load, from the patient’s history, the heart 
has had to carry and how well able it is to 
meet the emergency of the drastic and sud- 
den physiological change occurring with 
multiple rib resection. 

The optimum time, certainly, for thoraco- 
plasty is during the first five years of sup- 
puration. After ten years of chronic tox- 
icity, and the patient’s general resistance is 
greatly decreased and his cardiac reserve is 
very low indeed. There can be no definite 
age limit established. A man of thirty- 
five with a history of eight or ten years of 
chronic pulmonary tuberculosis is a poor 
risk for thoracoplasty. The risk is increased 
if his life has been a particularly inactive 
one. A man of forty-five, on the other 
hand, whose general condition is compara- 
tively good, whose resistance to tuberculo- 
sis has been above the average, and whose 
history of pulmonary suppuration is within 
the five-year limit, may well go through 
thoracoplasty with splendid results. 

MULTIPLE RIB RESECTION IN LUNG 
ABSCESS 

In the early days of non-tuberculous lung 
abscess, complete rest and medical suppor- 
tive measures are indicated. The external 
drainage of an abscess in its acute stage 
ends in disaster. Surrounding an area of 
necrosis within the lung is a zone of pul- 
monary lobules choked with pus. Gradually, 
as the acuteness of the infection subsides, 
this pus within the surrounding lobules is 
expectorated, leaving a fairly well-defined 
abscess area. It is essential therefore that 
the coughing efficiency be not decreased. 
When an abscess is drained externally many 
bronchi are necessarily opened. Air, with 
each respiratory cycle, instead of contribut- 
ing to the efficiency of the cough and pro- 
ducing expectoration, rushes back and forth 
through these bronchial fistulae. The com- 
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pression, which is so essential to broncho- 
pulmonary drainage, is lost. Purulent ma- 
terial in the surrounding lobules can not, 
therefore, be expectorated and necrosis in 
these tissues follows. Thus the vicious 
circle is complete and death from advancing 
pulmonary suppuration follows. Until the 
area of lobular suppuration surrounding an 
abscess is evacuated of its pus by expecto- 
ration, external drainage of a lung abscess 
may not be considered. 

When, during the acute stage, an abscess 
has ruptured into a bronchus and purulent 
expectoration exists, postural drainage is of 
very great help. During postural drainage, 
however, when the patient subjects himself 
to most violent spasms of coughing there is 
considerable danger of hemorrhage. It is the 
rule, following a severe hemorrhage, for 
blood containing bacteria to lodge in con- 
tiguous or distant bronchiles, from which 
secondary abscesses often develop. This 
complication is a disastrous one. Postures 
producing such violent spasms of coughing 
should therefore be avoided. Often, bron- 
chosconic catheterization of the main bron- 
chus draining an abscess, makes drainage 
much more free and contributes definitely 
to healing. If after six or eight weeks the 
patient is not showing steady improvement, 
atrificial pneumothorax very carefully giv- 
en with repeated but smal] amounts of air, 
may contribute largely towards abscess wall 
collapse. Artificial pneumothorax should 
never be undertaken, however, unless one is 
convinced that the abscess lies deep within 
the lung. If, during this treatment, x-rays 
show adhesions to the chest wall, pneumo- 
thorax should be at once discontinued on 
account of the danger of rupture into the 
general pleural space. When the above 
measures have failed to produce improve- 
ment, it is customary to consider external 
drainage. The procedure is done in two 
stages: first, a local thoracoplasty at the 
point on the chest wall nearest the abscess; 
then, as a second step, wide cauterization 
into the abscess itself. Even the most favor- 
able cases after this procedure drain for 
many months. The danger of septic cerebral 
emboli is a very definite one. Many cases 
never entirely heal. In multiple abscesses 
this procedure is notoriously ineffective. 
External drainage, however, has reduced 
the mortality nearly fifty per cent in com- 
parison with continued medical treatment. 

The writer has developed a new treatment 
for subacute and chronic lung abscess, 
which, instead of interfering, as external 
drainage does, with nature’s method of re- 
pairing the lung following local necrosis, is 
meant rather to aid nature in overcoming 


SOUTHWESTERN MEDICINE 


the mechanical barriers which are porhibit- 
ing repair. In pulmonary  suppuration, 
whether it be acute or chronic, the body de- 
pends for drainage upon the bronchi. When 
the patient’s resistance is good and bron- 
chial drainage is free, the majority recover 
spontaneously. It is usually the failure of 
the abscess walls to collapse that calls so 
urgently for surgical relief. The procedure 
is, briefly, as follows: Ribs are resected 
somewhat widely in the region of the lung 
abscess and, by slow and gradual compres- 
sion through gauze packing, the abscess 
wall, which by adherence to the surrounding 
structures has prevented healing, is relaxed. 
With this hindrance removed, the lung is 
able once more to proceed with its own ef- 
ficient method of broncial drainage and re- 
pair. While it is too soon to report the 
cases treated in this manner, yet in the 
comparatively limited series on which it has 
been tried the results so far have been very 
gratifying. It is amazing how a compara- 
tively limited removal of chest wall support 
will aid lung healing. We have found that 
rib resection lateral to and somewhat above 
the site of the lung necrosis seems to be 
more effective than sudden and marked re- 
laxation directly over the abscess itself. The 
chest wall is strapped tightly in order to 
preserve intrathoracic compression for 
bronchial drainage. It is essential that the 
abscess wall be very gradually relaxed in 
order to avoid as far as possible the occlu- 
sion of bronchi draining the abscess. 


TUBERCULOUS EMPYEMA 

This is truly one of the most difficult prob- 
lems confronting those who treat diseases 
of the chest. Opinions in regard to treat- 
ment have been, up to the recent past, near- 
ly as numerous as the doctors who treat 
them. Gradually, out of the chaos of con- 
flicting opinions, rational effectual treat- 
ment is developing. 

Pleural effusions occurring during the 
course of pulmonary tuberculosis may be 
divided roughly into three types: 

(1) Serous pleural effusions containing 
few blood cells and no tubercle bacilli, oc- 
curring with or without artificial pneumo- 
thorax. The consensus of opinion today is 
that obliteration of the pleural space is not 
indicated unless thoracoplasty is held to be 
the procedure of choice for the underlying 
lung. It is important, of course, that the 
character of the pleural fluid be watched. 

(2) Sero-purulent effusions rich in 
lymphocytes and containing tubercle bacilli 
but no secondary pyogenic organisms. If 
this effusion persists, despite frequent as- 
pirations, for several weeks, and if the fluid 
becomes more purulent and thicker, the pre- 
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vailing opinion in Europe today and the 
growing conviction of many in North Amer- 
ica, is that thoracoplasty is usually advis- 
able. It is during the course of lung collapse 
by artificial pneumothorax that this type of 
effusion usually develops and a thoraco- 
plasty, therefore, is but the substitution of 
one procedure for another to achieve the 
same end. It is true that various dyes, 
iodine solutions, formalin in glycerine, and 
so forth, have been used with eventual oblit- 
eration of the pleural space. The danger of 
secondary infection during this time is al- 
ways a serious menace, however. Even 
though the obliteration of the pleural space 
may be accomplished it is by no means rare 
to find that the mediastinal displacement to 
the affected side is so marked that serious 
circulatory disturbances develop. The risk of 
a two-stage or three-stage thoracoplasty is 
very little since the lung is already col- 
lapsed. The constant menace of secondary 
infection while the tuberculous empyema, 
exists, is a considerable one. 


(3) Tuberculous empyema with acute 
secondary infection. Few complications 
are more serious in the course of pulmonary 
tuberculosis than this one. The physiologic 
demoralization of the patient is extremely 
rapid. The death rate is terribly high. The 
initial treatment of this condition is con- 
servative. Aspirations with the immediate 
introduction of one of several dyes, of Rivi- 
nol of Jesson’s Iodine Solution, or of forma- 
lin in glycerin, is the first procedure. The 
response to this treatment depends upon the 
extent of the secondary infection. If the 
inflammation is comparatively well limited 
to the pleural surfaces, even though ab- 
sorption through the lymphatics be con- 
siderable. relatively complete aspiration of 
the purulent material and thorough lavage 
with some mild antiseptic usually produces 
improvement within a few days. If the 
source of the secondary infection is elimi- 
nated, the secondary organisms may disap- 
pear entirely. Unfortunately, in the ma- 
jority of cases the infection extends every- 
where throughout the thickness of the pleu- 
ra and even may activate the subjacent lung 
tissue. When the patient becomes steadily 
and alarmingly worse under pleural lavage, 
it should be assumed that the latter condi- 
tion exists. Ultra-conservative measures 
lead then only to disaster. The Europeans 
do a pleurotomy with or without rib resec- 
tion without furthey delay, as a rule trying to 
maintain air-tight drainage. Pleural lavages 
are frequent, though it is generally ack- 
nowledged that by this method but a small 
portion of the empyemal walls is reached by 
the solution. Usually the patient’s condition 
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has become so grave that collapse therapy is 
precluded. He must be improved before sur- 
gery may be considered. It is during this 
time that the mortality is so great. The 
writer is becoming more and more of the 
opinion, since, in an overwhelmingly ma- 
jority of cases, lung re-expansion can never 
occur in this grave type of tuberculous sec- 
ondarily-infected' pan-pleuritis, ‘that wide 
open drainage of this collection of pus 
should be instituted while the patient’s 
general condition is comparatively good, in 
order, as far as possible, to maintain it so. 
Gauze saturated with some of the several 
antiseptic solutions, packed snugly against 
both the parietal and visceral pleura, will 
come in intimate contact with all parts of 
the infected cavity. Archibald of Montreal, 
is the only one so far who (to my knowl- 
edge) has remonstrated against these pro- 
longed conservitave measures. If the pa- 
tient’s resistance permits him to survive 
these early days, he gradually begins to re- 
gain his strength, and then, at the earliest 
possible moment, graded extensive thora- 
coplasty is performed, to bring in apposition 
the parietal and visceral pleurae. This pro- 
cedure is the logical one. It is surprising in 
what a large percentage of cases healing oc- 
curs with or without a small draining fis- 
tula, despite the fact that the process is bas- 
ically tuberculous. The earlier the pleural 
walls can be brought together, the more as- 
sured we can be of satisfactory healing. 
The point for emphasis, therefore, in the 
treatment of this latter class is that free 
and dependent drainage should be, if not at 
once accomplished, at least not delayed until 
the patient is nearly moribund. While it is 
surely granted that the patient’s inherent 
resistance is of the greatest importance, the 
proper time for the establishment of free 
drainage may, nevertheless, decide his fate. 


BRONCHIECTASIS 


It is probable that many times this sort of 
chronic bronchial suppuration occurs in pa- 
tients who were born possessed of marked- 
ly dilated bronchi. No symptoms develop 
referable to them, however, until some acute 
respiratory disease produces inflammation 
in their walls. How often following whoop- 
ing cough, measles, or pneumonia, a persist- 
ent productive cough proves to be due to a 
bronchiectasis, the etiology of which cannot 
be satisfactorily explained by the recent 
acute disease alone! 

Rest, careful attention to cranial sinuses 
and the relief of upper respiratory infec- 
tions, plus postural drainage have been the 
routine procedures which have proved the 
most effectual. Very recently Ochsner has 
reported a considerable series of cases treat- 
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ed by intrabronchial introduction of lipiodol. 
Twenty-eight of the cases so treated were 
relieved of their symptoms. The secret of 
his success is due, apparently, to his thor- 
ough anesthetization. Thorough cocainiza- 
tion of the fauces and anterior pillars, in- 
cluding the tissues on either side of the 
base of the tongue, renders the patient tem- 
porarily unable to swallow. The lipiodol is 
then poured down over the base of the 
tougue. In this way pus in the dilated 
bronchi of the lower lobe is, in a very great 
measure, replaced by the lipiodol. This thor- 
ough replacement is apparently responsible 
for his splendid results. It is a well-estab- 
lished fact that in bronchiectasis involving 
both lower lobes, if there is relatively little 
involvement on one side, local measures 
bringing about improvement on the side 
showing the greater involvement produce 
often marked improvement in the contra- 
lateral side. Artificial pneumothorax, 
therefore, on the side of the more extensive 
involvement, not infrequently is of great 
benefit whether there is minor involvement 
of the other side or none at all. If the low- 
er lobe is the seat of the bronchiectatic in- 
volvement and it is found that it does not 
pull free in its mesial half from the dia- 
phragm, phrenic interruption occasionally 
greatly aids during artificial pneumothorax 
treatments. If the bronchiectatic involve- 
ment is extensive but limited to a lower lobe, 
and if the measures enumerated above have 
not been successful, lobectomy certainly is 
the method of choice. Bronchiectasis is pro- 
gressive. The prognosis for continued self- 
support for the patient is definitely limited. 
There are at best but a few years of even 
comparative comfort left to the patient. An 
operation, which in experienced hands has a 
mortality of fifteen per cent or less, repre- 
sents one of the recent outstanding advances 
in the treatment of this dsiease. 


The principles of the procedure are thor- 
oughly sound and are, in brief, as follows: 
It is essentially a two-stage operation. At 
the first stage the 7th, 8th and 9th ribs on 
the affected side are resected from the spin- 
ous processes to the mid or anterior axillary 
line. The pleura is then widely opened. The 
lung within collapses. The lower lobe is 
gently freed from the lobe above and from 
the diaphragm. If this cannot be thorough- 
ly done this type of lobectomy must be 
abandoned. If one is successful, however, 
the lobe is freed to the hilum. The pulmon- 
ary ligament is partially divided and strip- 
ped upward. Following Alexander’s sugges- 
tion, all the pleural surfaces, not only of the 
lower lobe but of the lobe or lobes above, and 
the interlobar fissures are rubbed with dry 
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gauze. This irrigation is sufficient, with re- 
expansion of the lung, to cause adhesions of 
the visceral pleura to the chest wall. The in- 
cision in the-chest wall is then closed tight- 
ly. At the second stage, some six or eight 
days later, the original incision is opened. 
The lung is found uniformly adherent. The 
lower lobe is carefully freed from the chest 
wall, the diaphragm, and the lobe above. The 
latter remains adherent to the chest wall 
and does not collapse. Infection of the gen- 
eral pleural cavity is thus avoided. The 
hilum of the lower lobe is easily exposed, 
doubly ligated, and these ligatures in turn 
are fastened to the soft spots of the chest 
wall. The lower lobe, which by this time 
has shrunk to approximately one fourth of 
its original size and has become black, is 
left to slough off exteriorly on the chest 
wall. The wound is tightly closed about the 
stump. The local pleural infection following 
this is controlled by a stab wound at the 
costo-phrenic angle. In the writer’s opinion, 
as experience in the technic in this operation 
increases, the mortality in this type of lob- 
ectomy will be reduced within qa compara- 
tively short time to ten per cent or less. 

Lobectomy as performed in Sauerbruch’s 
clinic and in Zaaijer’s, is also carried out in 
two stages. The procedures in principle are 
essentially the same as ours. In place of 
immediate stump ligation, however, a rub- 
ber catheter under tension is anchored 
tightly about the lobe hilum and by steady 
contraction gradually produces strangula- 
tion of the lobe distal to it, with eventual 
amputation. Their end results vary little 
from ours. 


For bronchiectasis limited to a lower lobe, 
or for early carcinoma within the lobe bron- 
chus, it is of outstanding value, and when no 
other procedure offers hope, lobectomy 
should certainly be considered. If artifi- 
cial pneumothorax is tried and proved un- 
successful and lobectomy is decided upon, 
the lung must not be allowed to re-expand 
until the time of operation, since the pleu- 
ral adhesions following lung  re-expansion 
may prevent subsequent freeing of the lobe 
for removal and so preclude this compara- 
tively safe type of lobectomy. , 

In the event that it is found impossible 
within the limits of safety to free the lower 
lobe for excision, Graham’s cautery pneu- 
mectomy is the procedure of choice. By the 
actual cautery, after extensive rib resec- 
tion, the dilated bronchi filled with pus are 
burned across so that the purulent material, 
by gravity, empties itself into the wound. 
This operation often gives splendid results. 
The mortality, however, is approximately 
twenty-two per cent. One hesitates, there- 
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fore, to advise this procedure strongly to a 
person still in comparatively good health. 
When nothing less radical can be offered 
him, however, and he realizes that the prog- 
nosis is black indeed without operation, the 
risk is worth the taking. 

Indications and contra-indications have 
been stressed in this paper, for they con- 
stitute the frame work which, when proper- 
ly arranged, makes the finished structure 
secure. Cerebration is infinitely more im- 
portant than manipulation in producing 
cures in diseases of the chest. With a broad 
knowledge of thoracic physiology and anat- 
omy, chest surgery per se is not more diffi- 
cult than major surgery elsewhere in the 
body. To the man who knows how much 
to do and when to do it, comes the most 
success, even in chest surgery. 





TRACHEOBRONCHAL LYMPH NODE 
TUBERCULOSIS 
J. MOTT RAWLINGS, M. D. 
El Paso, Texas. 

(Read before the El Paso County Medical So- 
ciety, October, 1930.) 

The subject which I have to present to 
you tonight is one which has, I believe, a 
profound interest for all; namely, the char- 
acter, pathogenesis and clinical course of 
childhood tuberculosis. ; 

The title “Tracheobronchial Lymph Node 
Tuberculosis” was selected in the effort to 
stress the importance of the infection of 
these glands in infancy and childhood. The 
subject will be taken up by a_ discussion. 
first, of the anatomical pathology involved; 
second, of the experimental work brought 
forth in recent vears, especially emphasizing 
the differences between the primary and the 
secondary infections of tuberculosis and 
stressing the extremely acute character of 
the primary infection as opposed to the 
chronic; and lastly, cases illustrating the 
points made, will be cited. 

Dr. Opie, professor of pathology in the 
University of Pennsylvania, and director of 
laboratories of the Henry Phipps Institute, 
has well stated, “Tuberculosis of early life 
has the characters of a primary infection; 
whereas, tuberculosis of later life is a dis- 
ease modified by acquired immunity.” 

Parrott, as early as 1876, stated, “There is 
no affection of the lungs which is not also 
present in the adjoining lymph glands, and 
vice versa; no changes occur in the peri- 
bronchial lymph glands without analogous 
ones in the lungs.” 

Cornet, of France, has shown that region- 
al lymph glands enlarge at the point where 
infection occurs. 
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Albrecht, in 1906, pointed out that one 
can usually discover a gross pulmonary les- 
ion corresponding exactly to the regional 
lymph nodes involved. 

Nagaeli, likewise, stated, “That only a 
pulmonary lesion could be assigned to a tu- 
berculosis of the bronchial glands; the pri- 
mary focus being in the lungs themselves.” 
This, therefore, shows the inter-relationship 
between primary pulmonic lesions and adja- 
cent lymph node involvement. 

Dr. Abt has classified bronchial gland tu- 
berculosis under the following heads: 

(1) Tracheobronchial lymph node in- 
volvement. 

(2) Bifurcation lymph node involvement. 

(3) Hilar gland involvement, the last be- 
ing sub-divided into the two divisions of 
bronchial pulmonary lymph node involve- 
ment and pulmonary lymph node involve- 
ment. 

It may be stated that Abt points out 
that the glands of the right side are usually 
more involved than those of the left. 


Funk, clinical professor of medicine at 
Jefferson Medical College, and a contributor 
to “Oxford Monographic Medicine,” states, 
“In early childhood, the primary focus oc- 
curs in any part, not infrequently the pleu- 
ra, while the adjacent lymph nodes at the 
hilum are always affected, sometimes more 
conspicuously than the primary focus itself.” 
This combination of pulmonary and lymph 
node involvement, as a result of first infec- 
tion, is termed the “primary complex” and 
it has been shown that these primary pul- 
monary lesions are usually small. 

Opie, of St. Louis, following postmortem 
studies of both children and adults, has 
found primary lesions in 43 per cent of chil- 
dren of ages 2 to 5 years, in 55 per cent of 
children of ages 5 to 10; in 65 per cent of 
children, 10 to 18 years; and in 90 per cent of 
persons of ages 50 to 70 years. Furthermore, 
he states, in a very recent article, that re- 
sults of tuberculin tests done by the Man- 
toux intradermic method on 4,100 children, 
show a gradual increase in incidence of re- 
action, from 47.2 per cent at age of 5 years, 
to 95.3 per cent at 18 years, which is only 
moderately above the figures as determined 
from autopsy examinations. 

Furthermore, renewed study of the anat- 
omic pathology of tuberculosis, by means of 
roentgenologic films prepared from lungs 
removed after death, has shown that, in per- 
sons dying from chronic pulmonary tuber- 
culosis of the adult type, small primary les- 
ions, as shown by calcified scars of healed 
tuberculosis acquired during childhood, are 
almost invariably found. 

J. Carr, of England, 


following morbid 
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pathological studies, has determined that 
the primary source of infection of cervical 
lymph glands is usually the tonsils or some 
portion of the pharyngeal fauces. The med- 
iastinal glands have, as a primary focus, 
the lungs, and the primary source of infec- 
tion of the mesenteric nodes is an often in- 
conspicuous break in the alimentary tract. 
Restated, one may say (i) that in a previ- 
ously uninfected person infection of the ton- 
sils or fauces by tubercle bacilli induces a 
cervical adenopathy; (2) primary focal in- 
fection induces bronchial gland involvement; 
(3) primary intestinal tract infection in- 
duces the so-called tabes mesenterica. 

Abt, in speaking of the pathology of tu- 
berculosis, states, “Tuberculosis in infancy 
is an acute disease, often ending fatally with 
miliary lesions that fail to become encapsu- 
lated; while tuberculosis in adults is a 
chronic disease that easily tends to recov- 
ery.” In this regard, the experimental 
studies of Opie with immunized and non-im- 
munized guinea pigs, is quite enlightening. 
In normal animals injected with foreign pro- 
teins for the first time, the protein rapidly 
leaves the site of injection, producing no in- 
flammatory reaction, and enters the circu- 
lating blood, where it remains. In animals 
immunized and sensitized by such an injec- 
tion, reinjection with the same foreign pro- 
tein produces intense inflammatory reaction 
with necrosis at the site of entry. 

Opie has shown that foreign protein on 
second injection is arrested by inflamma- 
tory reaction at the site of injection, from 
which it can be recovered almost quantita- 
tively. 

The paradox betwen susceptibility to local 
inflammation and necrosis, on the one hand, 
and resistance, that is to say, immunity, on 
the other hand, is only apparent, for the lo- 
cal inflammatory reaction is the effective 
means for protection of the internal organs. 
The similarity between reaction of an ani- 
mal to a previous foreign protein and the 
reaction of an animal to a second inoculation 
with tubercle bacillus, is demonstrated by 
works of Krause and Willis, who show, by 
inoculation of excised tuberculous tissue 
into normal guinea pigs, that there is a rap- 
id dissemination of tubercle bacilli from the 
site of inoculation, whereas, in immunized 
animals the infection is remarkably retard- 
ed. In the normal animal transit of bacilli 
from point of entry into the skin to the lo- 
cal lymph nodes 4 or 5 cm. distant, was made 
in 24 hours or less; in immunized animals, 
transit for the same distance required from 
2 to 3 weeks, and the number of bacilli 
reaching such nodes was greatly reduced. 
Thus, from experimental evidences, one can 
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state that inflammatory reaction produced 
by tuberculosis in a susceptible animal pre- 
vents dissemination of the bacteria. 

The problem of frequency of pulmonary 
infection is made somewhat clearer by stud- 
ies of Lueri, of Henry Phipps Institute. He 
injected tubercle bacilli intravenously into 
rabbits, using both human and bovine bacil- 
lus, and, by methods developed by him, de- 
termined the number of bacilli surviving in 
any one organ at a given time. He shows 
that tubercle bacilli are deposited in great- 
est numbers in the following organs in the 
order named: (1) the spleen; (2) in dimin- 
ishing numbers in the liver, lung, marrow 
and kidney. At first, the bacilli multiplied 
in all the organs; the human bacillus ac- 
cording to its pathogenicity in vitro more 
rapidly than the bovine, but, with the bovine 
type, destruction of these organisms begins 
after 4 weeks in the liver, spleen, and mar- 
row, but they continue to multiply in the 
lung. 

With the human bacillus, multiplication 
in the lungs is far greater than in other or- 
gans, and destruction proceeds more slow- 
ly. 

In immunized animals destruction of bac- 
illi follows inoculation almost immediately, 
although bacilli persist in the lungs in large 
numbers for months. This experimental 
work is in keeping with the story of the 
pathology of infection in the bronchial 
lymph nodes as found in infancy and child- 
hood. 


Garrod, Batton, Thursfield and Patterson, 
pediatricians of England, in writing of in- 
trathoracic tuberculosis, speak of infection 
by inhalation to a small focus, where pri- 
mary infection starts with extension from 
this primary focus to the adjacent lymph 
glands. There one of two processes ensues: 
(1) caseation, fibrosis, calcification and 
healing of the lymph nodes, or (2) caseation 
with subsequent rupture of lymph node con- 
tents into the trachea, bronchus, pleura, 
esophagus, pericardium or blood vessels, fol- 
lowing which, one may get one of the follow- 
ing types of distribution: 

(a) Miliary tuberculosis, pulmonary 

(b) Miliary generalized tuberculosis 

(c) Tuberculous meningitis 

(d) Direct spread into the hilar glands and 
pulmonary glands 

(e) Retrograde lymphatic spread causing 
apical tuberculosis. 

It is because of this danger of caseation 
and rupture of lymph nodes into the bron- 
chus or blood vessels, causing widespread 
pulmonary or generalized miliary tubercu- 
losis, that the subject of bronchial lymph- 
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node involvement as the primary childhood 
type is so important. 

That the pulmonary infection is the dis- 
ease of greatest import is shown by the fact 
that 90 per cent of all deaths from tubercu- 
losis are intrathoracic in origin, and, as the 
term “primary complex” includes involve- 
ment of the adjacent lymph nodes, we can 
readily understand the importance of their 
infection in young children now infected for 
the first time. 


Next, I wish to sneak concerning the 
routes of infection and later of their sources. 
First, there are no known cases of germin- 
ative infection. Second, placental tubercu- 
losis does occur and tearing of such a tuber- 
culous placenta during birth may transmit 
the organisms to the child; in fact, organ- 
isms have been recovered from the blood of 
the umbilical cord and liver of the newly 
born. Also, amniotic fluid can be a source, 
but, by far the majority of infections that 
natal: The two methods of infection that 
occur, are naturally post-natal. Third: Post- 
undoubtedly produce the vast majority of 
cases are: infection by inhalation and infec- 
tion by ingestion. 

Von Pirquet estimated that 95 per cent of 
all cases occurred by this respiratory, bron- 
chogenic or aerogenic route of infection. 
Cornet, Flugge and Ghon all favor the inha- 
lation method; but, on the other hand, Von 
Behring and Calmette favor the intestinal 
route, as the primary one. Von Pirquet, 
Hamburger, Koch and Finklestein give the 
alimentary tract a second place as a portal 
of entry. All authorities on sources of in- 
flammation place infection of the alimen- 
tary tract as more common after the first 
year, with infection of the bronchial nodes 
as the most common during this year of 
life; but, without much doubt, man as an in- 
dividual with active tuberculosis is our main 
source of infection. Nuttall estimates that 
such a phthisical patient expectorates from 
one-half billion to four and one-third billion 
bacteria per 24 hours and Lamson has 
shown that 67 per cent of individuals, where 
there has been contact with active tubercu- 
losis, show evidence of infection. 

Carr, of England, shows that the bovine 
tubercle causes one half of the fatalities of 
abdominal tuberculosis, causes 50 per cent 
of the cases of cervical adenitis arid about 
the same percentage of cases of lupus; but 
that bronchial lymph-node involvement is al- 
most invariably due to the human organ- 
ism. Avian tubercle bacillus is a very mild 
infection for humans and need not be con- 
sidered as a pathogenic organism of tuber- 
culosis. 

Further evidence that patients harboring 
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the active disease are the greatest source of 
infection for children or infants, is shown by 
the following citations. 

Reich pointed out that in a certain Ger- 
man city a certain tuberculous midwife made 
it a practice to suck the mucus from the 
mouth of the newly born and, in thirteen 
months, ten infants so delivered died of tu- 
berculous meningitis. Among those deliver- 
ed by all other midwives, not a single child 
contracted the disease. Also, three Japan- 
ese workers have shown that the tubercle 
baci!lus can be found in the breast milk in 
ten out of thirteen nursing mothers with 
cases of incipient tuberculosis, and in the 
breast milk of all with far-advanced tuber- 
culosis. 


Funk pointed out the following order of 
frequency of involvement of the organs: 
(1) the lungs, (2) the bronchial glands, (3) 
the pleura, (4) the spleen and liver, (5) the 
mesenteric lymph nodes. 
Next, the study of resistance and of its 
factors will be presented. It has been con- 
clusively shown that the primitive races ac- 
quire the infant or childhood type of tuber- 
culosis with usually fatal results, while the 
civilized races have an acquired resistance 
causing a chronic form of disease with a 
great tendency to limitation and recovery. 
Individually resistance depends on age, 
sex, previous diseases and social and eco- 
nomic factors. In the first year of life the 
disease is very acute and has a high mortal- 
ity. From five to fifteen years, resistance 
breaks, and it has been shown that, during 
the so-called productive period of life, the 
highest mortality occurs. 
In children, particulariy, measles and 
whooping cough predispose to the disease. 
Acute diseases of all sorts activate disease 
present; and chronic debilitating diseases 
predispose to it, if it is not present. Other 
factors of individual resistance depend upon 
social and economic conditions, including ex- 
posure, economic status of the country and 
industrial depression and epidemics. 
Now a short outline of symptoms and 
physical findings, in lymph _ node involve- 
ment. The symptoms may be either gen- 
eralized or local, or both. 
1. Generalized Symptoms. 
(1) Lassitude. 
(2) Loss of appetite. 
(3) Irregular temperature. 
(4) Anemia and wasting. 
II. Local Symptoms. 
Signs of pressure or irritation, such as 
pain or cough. The cough may be harsh 
or meta'lic and catarrhal. 

III. Physical examination with enlargement 








of the mediastinum lymph nodes, re- 

veals: 

(1) Dullness on percussion between the 
vertebral column and the border of the 
right scapula. 

(2) The Eustace Smith bruit may be 
heard over the right sterno-clavicular 
juncture when the head is fully extend- 
ed. 

(3) D’Espine’s sign, consisting of bron- 
chial breathing and whispered pector- 
iloquy over the vertebra below the 3rd 
thoracic spine. 

(4) X-rays are also helpful, showing 
mediastinal shadows cast by glands 
about the trachea and bronchus. The 
so-called hilar type of tuberculosis re- 
veals an advanced type of mediastinal 
gland involvement. 

(5) Besides physical signs and x-rays, 
must be added one test which, in the 
hands of recent investigators, has 
proved of greater value than any other 
one test; namely the Mantoux intra- 
dermic tuberculin test. In fact, I believe 
that the clinicians today are wont to 
place a strongly positive Mantoux tu- 
berculin test next in importance to a 
clinical history; for physical findings 
are only too few and difficult of ascer- 
tainment in bronchial lymph node tu- 
berculosis. 

By a few examples, I wish to stress the 
importance of contact in childhood tubercu- 
losis, and the help in diagnosis that may be 
obtained from Mantoux and x-ray findings. 
I wish to thank Dr. Barrett for the following 
clinical data obtained from his clinic and 
the help he personally gave in the assem- 
bling of it. 


LUJAN FAMILY 

This family has five children. The child first 
seen was Luis, aged 5, whose father died of pul- 
monary tuberculosis in the City-County Hospital in 
April of this year, and whose young sister died, 
following the death of her father, with tuberculous 
meningitis, May, 1930. 

Luis had a positive tuberculin test; clinical find- 
ings were malaise, glandular enlargement, loss of 
weight and temperature 99.0 to 99.6. 

Physical Findings: Negative, with the exception 
of malnutrition and temperature. X-ray: Shows 
bronchial-hilar nodes with peribronchial thickening. 
This child is considered as a case of latent tuber- 
culosis, and here, may I state that Opie makes a 
distinction between latent and manifest childhood 
tuberculosis; he calls those cases latent, where pos- 
itive clinical findings are present with positive 
Mantoux and suggestive x-ray findings; while man- 
ifest tuberculosis is an active progressive lesion 
easily recognizable by both clinical and x-ray find- 
ings. 

Second Child: Enriqueta Lujan, aged 3 years, 
whose symptoms were loss of weight and poor ap- 
petite. 

Physical Findings: Negative, except for malnu- 
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trition and temperature, 99.0 to 100.6. Mantoux 
Test: Strongly positive in one to ten thousand dilu- 
tion. X-ray findings: Enlargement with peri-bron- 
chial thickening. This is considered as a case of 
latent tuberculosis. 

Third Child: Roberto Lujan, aged one month, 
born after the father’s death. The child is under- 
nourished and is a feeder in the Clinic with temper- 
ature 98.6 to 100; Mantoux test is negative. 

SECOND FAMILY (McGhee). 

The second family is that of McGhee, two chil- 
dren. Doris, aged eight, was brought to the Clinic 
because she was frail, undernourished, pot-bellied 
and nervous. Her father is still living, but has had 
tuberculosis for the past nine years. 

Examination The child shows generalized glandu- 
lar enlargement, gives the story of repeated at- 
tacks of tonsillitis and fever. Pulmonary examina- 
tion is completely negative. Mantoux test is 
strongly positive. X-rays show hilar thickening 
with marked peribronchial thickening. 

Diagnosis: The diagnosis lies between latent and 
manifest tuberculosis, though the signs are hardly 
sufficient to warrant the diagnosis of manifest tu- 
berculosis. 

The brother, aged 12, presents no symptoms and 
a negative physcial, but’ has a strongly marked 
Mantoux test. 

THIRD FAMILY (Blackburns.) 

Three children: 

(1) Louis, aged 6, is brought in because of con- 
tact with his father, who has been at a local sana- 
torium for treatment of pulmonary tuberculosis. 
The child is underweight. He appears well nourish- 
ed, but has a temperature varying from 98 to 99. 
The Mantoux test is 4 plus. X-rays show hilar 
changes with peribronchial thickening and calcified 
nodes. 

(2) Clarence, aged three, has negative physical 
examination, with standard weight; however, his 
Mantoux test is 4 plus and x-rays are suggestive of 
hilar involvement. 

(3) Charlotte, aged ten, has negative history, 
negative physical findings; only a questionable 
Mantoux test and negative x-ray findings. 

So, in this family, two out of three children have 
positive evidence of tuberculous involvement from 
a tuberculous father. 

In the Lujan family, one child has died, one is un- 
accounted for, and 3 have positive evidences of tu- 
berculous infection, following contact with the 
father, who died of tuberculosis. 

In the McGhee family, both children show posi- 
tive findings of infection by Mantoux, though, 
clinically, only one child suffers with tuberculous 
involvement. 


FOURTH FAMILY (Hill). 

Three children: ages 3 years, 17 months and 3 
months. The aunt has been diagnosed as a case 
of tonsillar tuberculosis; has been fond of the chil- 
dren and in close contact with them. The mother 
brought in the oldest child for examination and 
physical findings. Mantoux test is 4 plus; x-rays 
show interweaving at apices with soft shadows, 
presumably tuberculous. 

Secory child, aged 17 months, appears well nour- 
ished; no clinical symptoms, but this child has a 4 
plus Mantoux and x-rays plainly show soft mot- 
tling. 

Third child, aged three months, has negative his- 
tory, negative Pirquet test and x-ray. 

In conclusion, I wish to state that, al- 
though measles and whooping cough cause 
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marked enlargement of bronchial nodes and 
peribronchial thickening, they are likewise 
the two most serious predisposing causes of 
childhood tuberculosis. 

Hence, in any case of bronchial lymph 
node enlargement, the presumptive evidence 
is that of a tuberculous involvement of the 
lymph nodes until proved negative. 


HEART SYMPTOMS DUE TO THE 
EMOTIONS 


G. WERLEY, M. D. 
El Paso, Texas. 

This paper will be confined to a consider- 
ation of cardiac symptoms of emotional and 
functional origin. In one half of all patients 
that I have examined because either they or 
some physician feared organic heart disease, 
I have been unable to find convincing evi- 
dence to support such a diagnosis. A large 
part of errors are due to wrong interpreta- 
tion of symptoms. A few examples will il- 
lustrate: 

A small child is found to have an irregular 
heart and organic disease is suspected. On 
examination we find that the heart is rapid 
on inspiration and slows markedly on ex- 
piration. We all know, but do not always re- 
member, that this is sinus arrhythmia due 
to the vagus and has nothing to do with or- 
ganic disease. 

A woman, aged 43, was seen April 29, 1929. She 
complained of pain about her heart, aching in her 
left shoulder, shortness of breath, and indigestion. 
She said that her heart jumped and seemed to turn 
over. She had a short dry cough, was extremely 
nervous, and could not sleep. The heart and gener- 
al examination was negative. Fluroscopic exami- 
nation was negative for pathology. During the 
taking of the electrocardiogram I noticed several 
premature beats and that the cough immediately 
followed these beats. As we all know, premature 
beats are harmless. In this case, no doubt, the over- 
distended left auricle, during the pause folllowing 
the premature beat, pressed on sensory nerves and 
caused the cough. The other symptoms were due 
to fear. She was given quinidine, 3 grains twice a 
day. She returned in two weeks very much im- 
proved, due mostly, I believe, to the fact that her 
fears had been dispelled by an explanation of the 
nature and harmlessness of her symptoms, 

A man, aged 47, has for 30 days noticed a sensa- 
tion like a bubble of gas, starting below the heart 
and going rather slowly up the left side of the 
sternum into the neck. There is a sensation of 
tightness over the stomach and he belches a great 
deal. He has shortness of breath on going up 
stairs, but no pain. He fears heart trouble. Neither 
the history nor the physical examination, neither 
the x-ray nor electrocardiogram gave us any clue 
to an explanation. 

His doctor had him off tobacco without result. I 
told him to go home, eat a good meal, smoke three 
or four cigars and return in three hours. I then had 
him exercise and, on sitting down, I caught several 
premature beats. I then tried the electrocardio- 
graph and with every premature beat he would 
say, “There is the bubble again.” His doctor was 
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advised to give him quinidine and, at last reports, 
he has been much better. 


Here we see false cardiacs in the making. 


The following case was more fully devel- 
oped: 

Mrs. B., aged 34 years, was seen March 11, 1930, 
because of pain over the heart, going to the left 
neck, shoulder, and arm, and also in the back be- 
tween the shoulders. She had dyspnea on walk- 
ing, and palpitation, which was attributed to gas 
on the stomach. She was afraid to eat because it 
aggravated her symptoms. 

She had the Spanish influenza in 1918 and pye- 
litis during her first pregnancy. Fourteen years 
ago she had rheumatism and one year ago she had 
a tonsillectomy. Three years ago a lump was re- 
moved from her right breast. With the exception 
of nervousness and palpitation she has been quite 
well. 

December 13, 1929, her second child was born. 
Everything ran the usual course until the twelfth 
day. Then, while lying in a cramped position and 
nursing the baby, she suddenly felt a sharp pain 
in her groin, and then a choking sensation, and then 
she fainted. The nurse said that the pulse jumped 
suddenly to 160 and the respirations were 32. The 
heart rate maintained the same rate of 160 for a 
week, during which time she was very nervous and 
sleepless. After the attack she developed a phle- 
bitis in the right leg. The attending physician felt 
that Mrs. B. had suffered embolism of the coronary 
artery, and informed the family that the situation 
Was very serious. The pain about the heart and 
other symptoms subsequent to the attack were at- 
tributed to cardiac infarct. Naturally she became 
alarmed and constantly feared heart failure and 
death. 

Examination showed many caps and fillings in 
the teeth and considerable pyorrhea; acne quite 
marked; thyroid normal; all heart sounds well pro- 
duced and of normal intensity; no murmurs; an 
occasional premature beat. Arch 5 cm. wide; heart 
border 8.5 cm. to left and 3 cm. to right. No edema 
in lungs or elsewhere, no cyanosis. Liver not pal- 
pable; some tenderness to pressure over gallblad- 
der. Pain goes upward. Chest tender over second 
and third left ribs arteriorly. X-ray of heart showed 
it normal in size and shape. Graham test gave 
marked delay in emptying of the gallbladder, which 
appeared atonic and _ suggested old cholecystitis. 
X-ray of teeth negative for abscesses. There was 
marked general alveolar absorption. The blood 
count was normal. Hemoglobin, 85 per cent; basal 
metabolism, 7 per cent. Electrocardiogram was 
normal. Wassermann negative. 

Discussion: This rather extensive exam- 
ination was made in order to settle definite- 
ly the question of heart disease. When a 
patient comes convinced that she is suffer- 
ing with a serious heart ailment, mere asser- 
tion that she has a good heart will not cure 
her. 

Pain about the heart, going to the left 
neck, shoulder and arm, suggests angina 
pectoris. This patient had rheumatism 
fourteen years ago, which might have left 
a damaged heart. She has palpitation and 
dyspnea on walking and gas on the stom- 
ach, all symptoms of heart disease. The 
heart was under suspicion before, but in De- 
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cember, 1929, she suffered a sudden heart 
attack with pulse rate of 160, syncope, 
marked dyspnea, prostration, sleeplessness, 
cyanosis and pain about the heart. The 
doctor suspected coronary embolism. Could 
it have come from incipient crural phlebitis? 
Could there be coronary sclerosis? The at- 
tack began with pain in the leg. 

When a heart with normal rate suddenly 
jumps to 160 and maintains that rate stead- 
ily, we are certain that it is due to par- 
oxysmal tachycardia. Paroxysmal tachycar- 
dia sometimes occurs after acute coronary 
obstruction. Syphilis with plastic closure 
of a coronary artery, is also to be considered 
as a possibility. 

We are dealing with a nervous, highly 
emotional patient. That does not exclude or- 
ganic disease. A clot from the leg could not 
reach the aorta and coronaries, because it 
would not be able to pass through the lungs. 
I know of no case of cardiac infarct due to 
paroxysmal tachycardia. Can we have 
sclerosis of the coronaries in the early thir- 
ties? A man aged 39, who died of cardiac 
infarct, showed marked coronary sclerosis 
at postmortem. The normal electrocardio- 
gram does not exclude acute coronary ob- 
struction. 

I think that this case shows the necessity 
of extreme caution in weighing evidence be- 
fore drawing conclusions. While she has a 
history of rheumatism which might cause 
coronary disease, the attack was indefinite 
and the pain in the shoulder might have 
been due to neuritis. Her pain about the 
heart and in the left arm was constant from 
day to day and not sudden and of short du- 
ration, like true angina pectoris due to cor- 
onary disease. Palpitation and rapid heart 
are not symptoms of angina, as a rule. Gen- 
erally the heart is slow and steady and the 
pressure high during the attack. Paroxysmal 
tachycardia does not initiate cardiac infarct. 
It may follow it. 

This woman has two healthy babies and a 
negative Wassermann. That is against 
syphilis. X-ray shows an aorta of normal 
shape, width, and density. Generally with 
coronary sclerosis there is evidence of aor- 
tic sclerosis. Nearly all of her symptoms 
can be accounted for by emotional factors. 
The role of the emotions as a cause of heart 
symptoms will be discussed later. 

When it was explained that the evidence 
for organic disease was entirely unconvic- 
ing, she began to improve. Some of her 
worst teeth were extracted and the rest giv- 
en attention. A diet was prescribed for her 
gallbladder, and luminal for sleep, with 
quinidine to steady the heart. She was as- 
sured that, should her tachycardia return, 
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we possess remedies to control and prevent 
it. 

After spending the summer on the coast, 
she returned much improved, nervously 
composed, free from pain, and convinced 
that she has a good heart. The case shows 
how cardiac symptoms of a quite innocent 
nature, when misunderstood and misinter- 
preted, may start a fear complex with more 
and more heart symptoms. 

Mrs. L. R., aged 50, was seen May 17, 1930. For 
the last four months she has had almost constant 
pain over the heart and sternum, which is made 
worse on stooping. There is some pain in the left 
arm. These symptoms are made worse on walking 
rapidly and she gets cold during the attacks. Some- 
times the pain comes at night; for the last month 
it is worse on talking. Worry nearly always pre- 
cedes the pain. The pain is not made worse by 
physical activity during the attack. She had 
similar trouble 20 years ago, after her first baby 


was born. At that time she went to the mountains 
and got worse. The pain has never been unbear- 
able. 


She is irritable, despondent at times, and cries a 
She recently inherited valuable prop- 
erty, which the government of Mexico is trying to 
take away from her. Her father died suddenly at 
58, of angina pectoris. 

Examination shows a woman of good muscula- 
ture and youthful appearance, 5 feet 3 inches in 
height, weight 155 pounds. Eye and knee reflexes, 
active. No goiter. Blood pressure 110/84. Heart 
sounds all well produced and of norma] intensity. 
No murmurs. 

Fluoroscopic examination of the chest and the 
heart is negative for pathology. The electrocardio- 
gram is normal in every way. Hemoglobin 85 per 
cent. Wassermann negative. 

While the physical examination discloses 
no pathology, still the possibility of coro- 
nary sclerosis cannot be dismissed in a per- 
son of 50. The father died of angina at 58. 
She is emotional and gets cold during the at- 
tacks and they are not brought on by ex- 
ercise, but worry may precipitate true an- 
gina. 

Recently, S. A. Levine, of Harvard, tested 
with adrenalin thirteen cases of undoubted 
angina attacks. Pain came on within half 
an hour. The result of adrenalin in my case 
was entirely negative. So the evidence 
points to emotional or vaso-motor angina so 
far, but coronary sclerosis may supervene 
later. I think, on the whole, that the heart 
symptoms are of emotional origin due to her 
father’s sudden death and her business and 
other worries. She was given a low choles- 
terol, low fat, low proteid diet in the hope of 
preventing coronary sclerosis, and the harm- 
lessness of her present symptoms was fully 
explained. 

C. F. B., an ex-service man, age 31, was first 
seen in May, 1925. He complained of pain about the 
heart, knife-life in character, constriction of the 
chest, choking sensation, and pain down the left 
arm. The attacks came on suddenly and the pain 
was very severe. 
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He was gassed in France in June, 1918, and was 
sent to the hospital, where a diagnosis of mitral 
stenosis and angina pectoris was made. He re- 
mained there until February 1919, when he was 
discharged with the same diagnosis, and was told 
by the ward surgeon that he would never be able 
to run again. 

My examination showed no sign whatever of or- 
ganic heart disease. His response to exercise was 
normal. All laboratory tests negative. 

He was seen again Nov. 15, 1927: all physical 
signs negative. He was still having attacks every 
week or two and more severe; he was very ner- 
vous and sleepless. 

A few days later he came to the office with pain 
in the heart and going down the left arm. He said 
that it had been almost continuous for four days. 
He was stooped over, holding and rubbing his arm, 
and seemed in great distress. I gave him 1/50 gr. 
of nitroglycerin sublingually, and in a few minutes 
the pulse fell from 120 to 96 and he got relief. He 
was last seen Oct. 9, 1929, again in the office. His 
pain had continued for a week. The pain had the 
usual distribution. The muscles of the left face 
were spastic, the left arm and hand cold and numb, 
the fingers white, and the hand cramped, with in- 
ability to relax it. Pinching the skin produced no 
pain. He said that the pain in his chest was deep 
seated and felt like the pulling of a hook in his 
heart. So far as the pain is concerned, the pic- 
ture in many ways is that of angina due to coron- 
ary disease. There was relief by nitroglycerin. 

Coldness and numbness and even anes- 
thesia of the arm, may occur in true angina. 
The sudden onset is also characteristic. That 
he actually suffers cannot be questioned. I 
do not believe that he is malingering, though 
muscular cramps and anesthesia belong to 
hysteria at times. I believe that almost all 
of his symptoms are of emotional origin. 


Against angina due to organic heart dis- 
ease are: (1) No physical sign of heart dis- 
ease. (2) His age: aortic insufficiency is 
about the only cause of angina under 32 
years of age. (3) Cardiogram is normal. 
(4) The very prolonged attacks. Such pro- 
longed pain might be due to cardiac infarct, 
but that could not happen so often. (5) Pa- 
tients with true angina are seldom seen in 
the office. Walking, and even moving, 
makes it worse. Emotionalism and coronary 
sclerosis do not often go together. So I think 
this is a case of heart symptoms without 
heart disease. Ten years is a long time for 
such severe symptoms to continue if due to 
coronary scldrosis. At present, he looks 
much better and I have heard of no more at- 
tacks. 

Mrs. X, age 34, was seen Aug. 19, 1930, com- 
plaining of shortness of breath, a smothering feel- 
ing, inability to sleep except when propped up 
straight, dizziness, and fainting spells. She says 
that at times she is just a nervous wreck, almost 
maniacal and feels like jumping in the river. Fol- 
lowing worry, fright or overwork, she has spells 
with her heart which begin with a pain as though 
she had been hit in the epigastrium. This pain goes 
up over the heart and into the left shoulder and 
mid-scapular region and down the whole left arm. 











25 







The pain seems to be inside the body. The first 
symptom is always lack of air and the chest feels 
as though it would burst. After the attack she 
often vomits and has crying spells. The hands and 
feet get icy cold and the lips and nails are blue. She 
is alarmed and fears death in an attack. Sometimes 
amyl nitrate, nitroglycerine, or morphine, gives 
relief; at other times they have no effect. 

Her physician has told her that she has genuine 
angina pectoris, and to lie perfectly still, as even 
turning over might cause death. However, she has 
ridden five miles to see me when in an attack 
and has talked over the phone during other attacks, 
with no ill effect. She says that eating peppers or 
cabbage or other heavy food, gives relief. She 
talks excitedly and gives a very vivid description 
of her symptoms. 

She has never been well since an attack of scar- 
latina at 14 years of age. She was delicate as a 
child and could not stand the summers in New Or- 
leans. So she was sent to the Alps, but could not 
breathe at high altitudes. She was in bed for sev- 
eral weeks with inflammatory rheumatism when 7 
years old. Some twelve or fourteen years ago she 
spat blood for a long time and was told that she 
had tuberculosis and could not live for more than 
six months. Our specialists in El Paso were un- 
able to confirm this diagnosis. Some six years ago 
she had abdominal pain and other symptoms and 
was examined thoroughly, including an x-ray study 
of the digestive tract. She was told that she has 
gastric ulcer, gallstones, fixation of the appendix, 
and tuberculosis of the fallopian tubes, and that she 
would need several separate operations to cure her. 
It was finally discovered that she was three months 
pregnant and she got better without operation. 
During another illness she was told that she had a 
blocked ureter. On another occasion an abdominal 
exploratory operation was attempted, but she went 
“dead away” and no incision was made. 

She does the housework and cooks for a husband 
and four children and is very active except when 
sick. Her father died of apoplexy. Her mother is 
living and well at 74. 

She weighs 117 pounds and does not gain or lose. 
She has no goiter. Blood pressure is 120/80; heart 
rate, 80. The heart is normal in size and shape 
and there are no murmurs or other signs of heart 
disease. Fluoroscopic examination discloses no 
pathology in the heart or lungs. X-ray of the diges- 
tive tract shows gallbladder stasis rather marked 
but no stones. Electrocardiogram normal. 

Discussion: We are struck at once by the 
fact that there is a great poverty of phy- 
sical signs compared with all the serious ail- 
ments that have been discovered. How can 
we account for her symptoms? Has she true 
angina pectoris due to coronary disease? 
She has pain of that type and a very good 
doctor is convinced that such is her ailment. 
Her pain has yielded to nitroglycerin, and 
she has had scarlatina and _ inflamma- 
tory rheumatism, which may cause*coronary 
disease. Syphilis with plastic closure of the 
coronaries could be present. 

On the other hand she has had other ail- 
ments, apparently, of a very serious nature, 
which subsequently were not confirmed. At 
times morphine in repeated doses has failed 
to control her pain. I have never seen or 
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heard of it entirely failing in organic an- 
gina pectoris. Her attacks begin with 
dyspnea. Angina begins with pain and it 
generally is accompanied by rigidity of the 
chest and momentary inability to breathe. 
I have seen her in an attack and injected 
morphine which gave relief before it could 
have had effect, I believe, because her fears 
are dissipated. Is she a malingerer? Not at 
all, in my opinion. There is a real cause for 
all of her symptoms, but it is not to be found 
in organic disease. The emotional element 
in her case stands out above all else and is 
the starting point of her perplexing symp- 
toms. 

The emotions, such as anger, fear and 
rage, arouse the mechanism of self defense 
and lie deepseated in the primitive brain. 
Cannon and his associates have shown that 
the decerebrated cat will show fight and 
the expressions of anger and self defense, 
such as growling, showing of teeth, putting 


out the claws and bristling of the tail, im-" 


mediately on coming out of anesthesia. 

The emotional center lies in the hypothal- 
amus, and here and in the thalamus all sen- 
sations are relayed before going to the cere- 
brum. The higher brain centers ordinarily 
exert an inhibitory effect upon the emo- 
tional center, but under great excitement 
this inhibition is overcome and the mechan- 
ism of self protection and defense comes into 
full play. The outward expression may be 
suppressed but the inward preparation for 
defense goes on. The sympathetic nervous 
system becomes highly excited, the pulse 
rate is increased, the blood reserve in the 
liver, spleen and splanchinic areas, is thrown 
into the circulation, the adrenals are stimu- 
lated, the arterioles are contracted, the blood 
pressure raised, the speed of the blood 
stream quickened, the sugar stored in the 
liver is mobilized, and the blood sugar 
greatly increased, while gastic secretion 
stops and peristalsis is suspended. Thus we 
see that the viscera, which are entirely be- 
yond voluntary control, are reached and 
profoundly affected by the emotions. These 
facts enable us to trace the genesis of many 
obscure symptoms. We are here principally 
interested in visceral pain, especially in blood 
vessels. 

From the time when Harvey touched and 
handled the ectopic heart of the young 
Count 6f Montgomery and found it insensi- 
tive so far as he could determine, up to mod- 
ern times, the internal viscera have been 
thought to be insensitive. But more recent 
experiments demonstrate that they are 
sensitive to adequate stimulation. Most of 
the hollow viscera, and especially the blood 
vessels, are painful to stretching, overdis- 
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tention and overcontraction. Puncture of a 
vein is painful, puncture of an artery still 
more so. Ligation of arteries is very pain- 
ful at times. Spasm of blood vessels is 
painful, as seen in Reynard’s disease and 
intermittent claudication. The pain of chron- 
ic arthritis, in some cases, has been found 
due to arterial spasm and has been relieved 
by sympathetic ganglionectomy, resulting 
in improved circulation and relief from pain. 


The weight of evidence points to coronary 
spasm as the cause of angina pectoris. The 
Coffey operation of removing the superior 
sympathetic ganglion has cured angina pec- 
toris. This ganglion has no sensory nerves. 
It is purely motor and, hence, the effect of 
its removal can be only one thing and that 
is to lessen contraction of the coronaries, 
the overcontraction of which is painful. Re- 
cent experiments of passing a ligature about 
the coronary artery in dogs, and pulling on 
it, give all the evidence of severe pain and 
also cause limping in the left front leg, in- 
dicating the same distribution of the pain 
as in angina pectoris in man. 

Now to go back to the emotions and our 
cases. It makes no difference if a highly 
sensitized coronary artery becomes spastic 
because of an emotion or because of an 
overloaded stomach or physical exertion. 
The symptoms are much the same except 
for the emotional element or its absence. 
Even in true angina due to coronary sclero- 
sis, the attack may be precipitated by emo- 
tional excitement. John Hunter, who had 
severe angina for twenty years, often re- 
marked that his life was in the hands of any 
rogue who chose to anger or plague him. 

That which has been said about the heart, 
applies to the other viscera, because the 
mechanism of pain in them is the same. 
Contraction, overdistention, pressure and 
pulling, cause pain and the result is very 
similar whether these conditions are brought 
about by local or organic disease or by over- 
action of the sympathetic nervous system 
under the drive of the emotions. It is the 
same mechanism that is brought into play, 
just as the fire department responds to a 
false alarm as promptly as to a great con- 
flagration. 

Our efforts in treatment must, therefore, 
be directed to tracing the source of the 
alarm and the removal of its cause. This 
is sometimes easy, as in the first cases re- 
cited in this paper. The frightened adult is 
no different than the frightened child, he 
must be shown that there is no danger. If 
the symptoms are of emotional origin they 
will disappear when all fear has_ been dis- 
pelled and the causes for emotional storms 
have been removed. 
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The first thing is a thorough examination 
that convinces the patient that no stone has 
been left unturned, and that no dire danger 
still lurks hidden somewhere. A good his- 
tory, going into every detail, a complete 
physical examination, laboratory tests and 
especially x-ray studies and an electrocar- 
diogram, help greatly in carrying conviction 
that no tumor, ulcer, aneurysm, or the like, 
has been overlooked. The genesis of the 
heart symptoms must be explained with ab- 
solute frankness and all questions answered 
honestly. Any evasion will lead to tha idea 
that, after all, the trouble is so bad that 
you dare not tell the truth. 

Digitalis should not be given for two rea- 
sons: (1) because the heart is sound and it 
can have no good effect in any way; (2) giv- 
ing digitalis increases the patient’s convic- 
tion that he rea!ly has a bad heart. 

Quinidine to regulate the cardiac rhythm 
does good because it helps to remove one 
cause of fear, the premature beats. But we 
must remember that, in cases such as have 
been disucssed in this paper, the whole 
trouble—the dyspnea; rapid, irritable heart; 
weakness and exhaustion; the cold hands 
and feet; and even the cardiac pain simulat- 
ing angina pectoris—is due to the defensive 
mechanism brought into play by the sym- 
pathetic system and primarily aroused by 
the emotions. The moment that we get rid 
of fear the patient is cured. 





CASE OF MASTOIDITIS, MENINGITIS 
AND BRAIN ABSCESS 
(CASE REPORT) 
JOHN J. McLOONE, M. D., F.A.C.S. 
Phoenix, Ariz. 

(Present at the Staff Meeting of St. Joseph’s 
Hospital, Phoenix, Nov. 10, 1930.) 

Male, aged 21, admitted to St. Joseph’s Hospital 
for the first time February 6, 1930, for operation 
on account of a subacute mastoiditis. A semi- 
radical mastoid operation was done at this time. 
As hearing was reduced to the minimal, and on ac- 
count of certain pathological characteristics of 
chronicity disclosed previous to and at the time of 
operation, the patient was advised to have a radical. 
However, since he was very desirous of maintain- 
ing even a very small amount of hearing, a compro- 
mise procedure was agreed to and the above de- 
scribed operation was done. 

The cortex was found to be very much thickened. 
The mastoid was mostly of the sclerotic type, with 
few pneumatic cells. Bone necrosis was encoun- 
tered in both the superficiai and deeper mastoid 
areas. The antrum was located high and deep in 
the mastoid structure. I refer to these pathological 
characteristics in order to clarify the subsequent 
course of this case. The above findings are prima 
facie evidence of chronicity and are very frequently 
the forerunners of grave sequelae. It might be 
added that the patient had an abscess in the right 
middle ear when a child of two years. He had a 
similar attack of otitis media in the same ear, for 
which I treated him, two years ago. 
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Following the mastoid operation, for a month 
after patient left hospital, the middle ear was dry 
and the postauricular wound was making a satis- 
factory healing. There reoccurred, however, some 
discharge from the middle ear. On April 26, 1930, 
he came to the office complaining of a very severe 
headache. The cerebral pains were not referred to 
any definite locality but were more or less general- 
ized. The head pains became more and more ag- 
gravated and he was’ readmitted to St. Joseph’s 
Hospital on April 28th. 

Examination: Patient was extremely ill and rest- 
less and complained of severe pain in parietal and 
occipital regions. Pupils reacted to light and ac- 
commodaton. He was very much nauseated and 
vomited frequently. Ophthalmoscopic examination 
was negative at this time. General physical con- 
dition revealed no other abnormalities. 

There was a small amount of non-pulsating dis- 
charge coming from a medium-sized perforation of 
right drumhead in its lower anterior quadrant. The 
operative wound showed some drainage following 
probing as far as the antral cavity. The culture 
taken from aural secretion showed the offending 
organisms to be streptococcus and staphylococcus. 
Temperature was 103.8. Pulse 90. Respiration 
20. The temperature ranged, in the early part of 
his present illness, from 100 to 102.3 and pulse 80 
to 90. 

Laboratory examination: The urine showed a 
trace of albumin and a few pus cells. Spinal punc- 
ture was done immediately after admission. It 
was found to be under increased pressure, con- 
tained 760 cells per cubic centimeter and showed a 
hemolytic streptococcus. Spinal punctures were 
done about every other day as cerebral symptoms 
indicated. 


On May 2nd, the fifth day after admission to hos- 
pital, the spinal fluid was found to be under great- 
ly increased pressure and contained 1700 cells per 
cubic centimeter. The blood picture was not in 
keeping with the severity of the illness except that, 
on the 29th, his third day in the hospital, the 
leukocytes reached 19,400 with 87 per cent polys. 
On the second of May, the fifth day in the hospital, 
the leukocyte count was 14,800, with 86 per cent 
polys. Hemoglobin 80 per cent. Other counts re- 
corded showed a lower leukocytosis but an increase 
in polys. 

Dr. Kingsley, who acted as neurological con- 
sultant, concurred in the diagnosis of septic men- 
ingitis and it was thought wise first to combat the 
meningeal involvement, hoping thereby that a lo- 
calization of a probable abscess might ensue. A 
blood transfusion was given the patient on the day 
of admission and another on the fifth day. The sec- 
ond donor had been immunized with an autog- 
enous vaccine made from the spinal fluid of the 
patient. The vaccine contained hemolytic strep- 
tococcus. A _ polyvalent streptococcus serum was 
injected into the spinal canal after removal of fluid. 

The condition of patient remained practically 
unchanged until May 7th, which was his tenth day 
in the hospital. At this time, examination showed 
that the right pupil was still larger than the left. 
However, both pupils reacted to light and accom- 


modation. There was a slight amount of neck 
rigidity remaining. There were no pathological re- 
flexes present and the Kernig’s sign was much 
less marked. The temperature, until following the 
operation, ranged from normal] to 100.8. Pulse 


dropped to 70. 


Ophthalmoscopic Right eye dis- 


examination: 
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closed a grayish hue to optic nerve along the tem- 
poral border. There were no abnormal findings in 
the left eye. Patient complained of a diplopia. 
The diplopia was accounted for by paresis of the 
third nerve; and an involvement of the contracting 
fibers of this same nerve probably explains the 
persistent mydriasis. Patient steadily improved 
from this time, except for a very slight tempera- 
ture. The discharge from middle ear remained 
about the same. On the 13th of May all reflexes 
were reestablished to normal. The general condition 
of patient was satisfactory. The spinal fluid cell 
count had dropped to 50 cells per cubic centimeter 
and there had béen an absence of pathological or- 
ganisms for several days. 

The second operation was done on the 14th of 
May. After making skin opening, the previously 
operated cavity was found to be clean. However, 
on extending incision down to the middle ear and 
the aditus ad antrum, these cavities were found to 
contain considerable necrotic tissue. The ossicles 
were destroyed with the exception of the head of 
the malleus, which was bound down by the dense 
adhesions. Just posterior and internal to the in- 
ner border of the fallopian canal, was found a de- 
hiscence in the roof of mastoid antrum, 3 by 2 
millimeters in area. An exposed necrotic dura en- 
meshed in granulation was present. After probing 
of this area, a few drops of pus exuded. The rad- 
ical mastoid operation was completed. No flaps 
were made and wound left wide open. Cigaret 
drain and iodoform gauze were inserted into oper- 
ated cavity. From this time on, except for slight 
nausea and headache, patient made an uneventful 
recovery. 


The bifocal vision due to third nerve involvement 
gradually subsided and the dilated pupil became 
normal in size. Another spinal puncture, done on 
the 16th day of May, three days following opera- 
tion, showed the fluid to contain only 30 cells to a 
cubic centimeter. Another transfusion was done at 
this time, using an immunized donor. Before the 
patient left hospital I closed the operated wound 
with plastic flaps. The middle ear drainage grad- 
ually subsided and the ear was dry when epidermi- 
‘zation was complete. 

In commenting upon this case, there was mani- 


festly a latent hemolytic streptococcus infection in. 


the deeper recesses of mastoid. This was undoubt- 
edly present for an indefinite period. This organ- 
ism gradually eroded the bony covering of the tem- 
poral lobe, exposing dura and finally producing an 
intrameningeal abscess. When patient was admitted 
to the hospital, the abscess had advanced far 
enough to rupture into the cerebrospinal circula- 
tion, which was evidenced by the presence of a pur- 
ulent meningitis. An immediate operation at this 
time might have resulted disastrously. 

Spinal fluid drainage and blood transfusion were 
very important factors in minimizing the meningeal 
symptoms as well as localizing the infective focus. 
The use of blood from an immunized donor, or one 
recently recovering from a hemolytic streptococcus 
infection, is, I believe, a valuable adjunct in the 
treatment of this type of disease. 


DISCUSSION 
DR. SCHWARTZ: Statistics show about 80 per 
cent of brain abscesses are caused by infection from 
the middle ear and mastoid process. It is for this 
reason these cases are, frequently seen by the otolo- 
gist. 
A common route of infection is by way of the 
thin plate of bone that separates the middle ear 





SOUTHWESTERN MEDICINE 


and mastoid antrum from the inside of the cranium. 
The infection may travel through the various chan- 
nels, especially the diploic veins. The perivascular 
spaces are another frequent avenue of infection 
into the cerebral substance. Infective infarcts occur 
occasionally. They may or may not develop into 
a brain abscess. Some cases with obscure symp- 
toms, that get well, can be explained by these 
infarcts. The abscess may be extradural or intra- 
dural. 

Extradural abscesses are commonly located be- 
neath the temporal bone over the roof of the an- 
trum, or in the posterior fossa in the region of 
the sigmoid sinus. 

Intradural abscesses have two sites of predilec- 
tion in the temproal lobe and cerebellum. In 
Korner’s series, 63 per cent occurred in the tempo- 
ral lobe, and 31 per cent in the cerebellum. 

The most characteristic symptoms are often en- 
tirely lacking. Before operation the symptoms may 
be masked by middle ear suppuration. The patient 
appears sick and has a mask-like facial expression. 
Headache is probably the most constant symptom. 
The pain is dependent upon the amount of intra- 
cranial pressure. As the intracranial pressure in- 
creases, the pain becomes more severe. Vomiting 
should arouse suspicion of an intracranial] lesion., 
particularly abscess. The mentality is dull, and rea- 
soning becomes slow and difficult. With increase 
of intracranial pressure, we shall have the charac- 
teristic symptoms of vomiting, pain, choked discs, 
and slow pulse. These symptoms are more com- 
mon in brain tumor. Indentation of the visual 
fields is characteristic and the fields should be tak- 
en daily for any change. The field changes are 
due to the edema which accompanies the abscess. 
Nystagmus occurs in an involvement of the laby- 
rinth or brain. Abscess in the functional areas gives 
rise to symptoms of definite localizing value. There 
are vast silent areas that may harbor extensive 
lesions without giving rise to any localizing symp- 
toms. 

When the abscess is suspected in the posterior 
fossa of midbrain, a lumbar puncture is not ad- 
visable. The patient might suddenly stop breath- 
ing. As a rule, the number of cells in the spinal 
fluid is increased. The treatment is entirely sur- 
gical. If a mastoid operation has been done, the 
pathological changes revealed may suggest what to 
do or where to go. It is well to become familiar 
with and follow the refined technic of the neuro- 
surgeon. A timely operation and good technic may 
save a life. 

The prognosis is always grave. 
of recovery is comparatively small. 

In this particular case, Dr. McLoone is to be 
congratulated upon the excellent result obtained. 


The percentage 





FRACTURE OF RIGHT FEMUR WITH 
SEPARATION OF THE LOWER 
EPIPHYSIS 
(CASE REPORT) 
J. M. GREER, M.D. 
Phoenix, Ariz. 

(Discussed at the Staff Meeting of St. Joseph’s 
Hospital, Phoenix, Nov. 10, 1930). 

The patient, a schoolboy aged twelve, was brought 
into St. Joseph’s Hospital on Sept. 8, 1929, with a 
fracture of the lower third of the right femur, a 
puncture wound of the right knee, which was 
draining synovial fluid. This condition followed an 
automobile accident which occurred on Septem- 
ber 1st near Winslow, Arizona. The car in which 
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the boy was a passenger, and which was said to 
have been going about eighty miles per hour, turn- 
ed over three times, throwing the occupants out, 
and this boy was thrown into a pool of water which 
covered him entirely. Had it not been for the im- 
mediate aid of passers-by he would have been 
drowned. 


He was taken, with the rest of the passengers, 
to a doctor’s office, was placed on the floor and 
later, when he revived somewhat, was placed in a 
chair. When the doctor came in he noticed the 
boy slumping down in the chair and his leg, in- 
stead of being in front of him. was around back of 
the chair lees. Tt was not until then that they were 
aware that the hovy’s lee was broken. 

Phvsical Fxamination: Rov. aged twelve, lying 
on 2 board splint. which held the right hip, thigh 
and leg in good alignment. There was marked 
swelling of the right thigh and knee, with marked 
discoloration and ecchymosis and puncture wound 
of the right knee, from which was exuding a fluid 
resembling synovial fluid. The general examina- 
tion was essentially negative except that the pulse 
was rather rapid and the boy looked tired from 
his trip. There was a pustular eruption on his face 
and hands—probably an impetigo. 

The patient was placed in a Thomas Splint with a 
Pearson attachment and the thigh and leg suspend- 
ed, with the knee in a flexed position. 

X-ray, Sept. 10, 1929, showed wide separation of 
the fragments of the femur, and the proximal frag- 
ment internal and anterior to the distal one. There 
was also separation in the epiphyseal line of the 
femur, with some displacement of the fragment. 

Sept. 11, Dr. Palmer saw the case in consulta- 
tion and it was decided to do an open reduction, as 
it did not seem possible to reduce the femur by the 
closed method as this had been diligently tried in 
Winslow. Because of the condition of the patient, 
it was decided to wait a few days for him to recu- 
perate somewhat. 

Sept. 16, open reduction was done. There was a 
large amount of clotted blood found about the 
ends of the fragments with considerable laceration 
of the soft parts and the muscle tissue between the 
fragments, which prevented the reduction by the 
closed method. The fracture being only slightly 
oblique and with rough ends, it was decided to 
place the fragments end on and not put in any inter- 
nal fixation, because of the hematoma and the 
marked contusion of soft tissues. The case was put 
in a cast from toes to rib margins and to the knee 
of the left side. 

Oct. 8, x-ray showed fragments in apposition but 
with external bowing at the point of fracture. There 
was definite hard callus along the inner side of 
the fracture. 

Oct. 9, patient was taken out of the cast and 
put up’ in traction abduction. 

Oct. 10, under gas anesthesia, the bowing of the 
femur was straightened out and the thigh and leg 
left in traction abduction. It was thought that it 
would be possible to hold the fragments inward 
with the application of Pearson pads. This method 
was tried for some time but without very much 
suecess. The wound opened and a superficial in- 


fection developed, probably from the skin infection 
that the patient had. The continual adjustment of 
the pads kept continued movement in the fragments 
and the union did not become firm. 

October 29, there is another x-ray report and a 
“dirty dig” from a radiologist who signs himself 
“We have tried to secure the desired 
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information on this patient by means of a lateral 
projection taken with stereoscopy. The only thing 
that we are able to determine is that the alignment 
is good. Bone detail is obscured by splint and we 
are unable to get at the patient in a position which 
would permit anteroposterior view. Some other 
arrangements will need to be made before we 
can secure roentgenograms of this patient in the 
location. and with the scaffolding which he has 
around him at the present time.” 

We decided to treat the case as best we could 
until the infection cleared enough to be safe to put 
in a Steinman nail and, by means of skeletal trac- 
tion, to get a better alignment. We could not get 
traction enough, even with the knee flexed, to over- 
come the bowing because of the separation of the 
lower epiphysis. 

Nov. 30, x-ray roentgenograms of the right 
femur, taken with portable machine, show the frac- 
ture in the middle portion of the bone with consid- 
erable outward angulation; fragments of the bone 
apparently in good position, and there is evidence 
of bony callus being deposited, although the point 
of fracture is overlapped with the rubber pressure 
pads. There is also fracture at the epiphyseal line 
which shows some increase in density of the distal 
end of the shaft, probably representing attempt at 
healing. 

Here, again, we did not get the information we 
wanted, the rubber pads being in the way. However, 
there was not union as there was mobility at the 
site of fracture. 

Dec. 9, 1929. Although the infection was not en- 
tirely cleared up we decided not to wait longer, and 
put a Steinman nail in the lower end of the femur 
above the epiphyseal line, put on fifteen pounds 
weight, and in a short time began to move the 
knee. 

Dec. 30, 1929: Roentgenograms of this patient’s 
thigh and knee, taken with the mobile x-ray unit, 
show good position and alignment, with extensive 
callus formation along the internal and posterior 
aspect of the bone, extending well above and well 
below the fracture of the femur. There is evidence 
of union at the piphyseal line. 

Jan. 18, 1930, the Steinman nail was removed. 

Jan. 26, the leg was taken out of the splint. 

Jan. 29, the patient was up in a wheel chair. 

Feb. 24, 1930, patient was discharged. Union 
firm, slight angulation at the knee. April 1, pa- 
tient was bearing some weight but the knee could 
not be extended to the normal potition. May 1, pa- 
tient was walking without crutches, knee almost 
straight. 

Aug. 1, 1930, patient walking without limp but 
slight knock knee. 





CASE REPORT. 
F. C. JORDAN, M. D. 
Phoenix, Ariz. 

(Presented at the Staff Meeting of St. Joseph’s 
Hospital, Phoenix, Dec. 8, 1930). 

Male infant, born in St. Joseph’s Hospital, Sep- 
tember 18th, and died October 8th. Family history 
negative; father and mother both well. Wassermann 
on mother’s blood was negative. No brothers nor sis- 
ters. One brother died last year at age of three days. 
(Death was due to enlarged thymus. X-ray show- 
ed- large thymus. One x-ray treatment was given. Ba- 
by became cyanosed and died in cyanotic attack.) 
Record states that this second baby was a normal 
delivery but that the baby was covered with pus- 
tules at birth. These lesions seemed to improve. 
The baby nursed well and by the sixth day had re- 
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gained its birth weight. On the sixth day it was 
noticed that the left breast was swollen and red. 
This was opened by the physician and a bloody 
purulent fluid escaped. Culture of this fluid showed 
staphylococcus aureus. The temperature ranged 
from 99 to 100.8 degrees. At this time, the skin 
eruption on the body had cleared up except upon the 
buttocks. The drainage in the breast gradually be- 
came less and had ceased, but the breast was still 
swollen and red. The baby left the hospital on the 
13th day, apparently in fairly good condition, al- 
though it was still 3% ounces under its birth 
weight. The baby seemed to be doing well at home 
until the third day, when it commenced to cry, 
especially when the head was moved. It cried as if 
in severe pain. There was some edema and tender- 
ness over the occipital region. This swelling rapidly 
involved the entire scalp, and the baby was taken 
back to the hospital. Consultation advised reopen- 
ing of abscess in the breast; also, that erysipelas 
antitoxin be given and free opening of any other 
abscess which should occur. There was a question- 
able fluctuation in the occipital temporal region. 
Three doses of erysipelas antitoxin were given at 
twelve-hour intervals, with no apparent improve- 
ment. The following day, there was a distinct 
fluctuation in the left occipital temporal region. 
This was freely opened and a large amount of thin 
bloody sero-purulent secretion escaped. This was 
cultured, as well as the purulent fluid from the 
breast. Both showed staphylococcus. A hard indu- 
rated cellulitis developed on both sides of the neck, 
extending around in front, completely surrounding 
the neck girdle. There were no definite fluctuating 
areas. One area seemed a little softer and was in- 
cised, but only a small amount of serous fluid es- 
caped. The baby commenced to have clonic con- 
vulsive seizures. Spinal puncture showed a clear 
fluid with some increase in pressure. There were 
four cells and no organisms were found. These 
convulsions became more frequent and the babe 
died on the fifth day of his second admittance to 
the hospital. An attempt was made immediately 
after death to obtain a specimen of heart blood for 
culture. This was unsuccessful but a clear paricar- 
dial fluid was obtained, which contained no organ- 
isms. 


The autopsy report was as follows: The body is 
that of a male babe showing evidence of a large 
abscess involving the left breast, which has been 
opened by incision, and another abscess under the 
left ear, which has been incised, and a large area 
of induration below the right ear extending over 
the right side of the neck. There is a thickening 
and induration of the scalp. The left lung was re- 
moved. There was a small amount of pleural 
fluid present. The lower lobe showed passive hyper- 
emic—right lung very dark in color—lower lobe 
increased in volume and of firm consistency, evi- 
dently a pneumonic consolidation. There is one 
large dark area with a gray striation just beneath 
the pleura. The thymus shows moderate enlarge- 
ment, with slight excess of pericardial fluid. Heart 
is normal in size. The valve leaflets, both tricuspid 
and mitral, show reddening and a slight irregular 
roughened appearance, mostly representing an 
early endocarditis. The liver and spleen were nor- 
mal. Left kidney pelvis is enlarged with narrowing 
of the cortex of the kidney, representing a slight 
degree of hydronephrosis. Sections of lower lobe 
of right lung show complete consolidation. The 
air vessels filled with blood cells and inflammatory 
exudate: pus cells and edema with multiple miliary 
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lesions of necrosis. Septic pneumonia. Examina- 
tion of the left ureter shows almost complete ob- 
struction of the lumen at its junction with the blad- 
der. Apparently congenital narrowing and is the 
cause of the hydronephrosis of the kidney. 

Anatomical Diagnosis: Septic pneumonia; ery- 
sipelas of scalp; cellulitis of both sides of neck; ab- 
scess, left breast; possible early endocarditis. 

The septic pneumonia which was found at the au- 
topsy might have been an insufflation process, as 
the baby expectorated similar bloody purulent ma- 
terial. It is possible that the marked cellulitis of 
the neck might have been d'scharging somewhere 
in the throat. New-born infants bear infections 
very poorly. For that reason, our nurseries are ex- 
tremely careful to protect the babies from colds, 
skin infections and other contagious diseases, for, 
not uncommonly these terminate fatally. It would 
seem that this was a blood-borne infection. Just 
where the staphylococcus first gained entrance is 
problematical. The septic pneumonia, beginning en- 
docarditis, widely separated absceses, would warrant 
a diagnosis of septicemia, without a positive blood 
culture. 





ENURESIS 


Review of Current Literature 
O. H. BROWN, Phoenix, Ariz. 
(Continued from December Issue) 

J. Jacobavici, C. I. Urechia and E. Tepasu® re- 
port 19 cases of urinary incontinence and nocturnal 
enuresis, in which the finding was made in 16 of 
occult spina bifida. Operation was done on this 
group with good results. They say education should 
first be attempted especially in the mentally defic- 
ient, and where this fails a large per cent should 
be operated upon. 

G. J. Mohr and E. H. Waterhouse® found the 
causes of enuresis in 15 children to be poor train- 
ing, emotional factors, physical factors, suggestion 
and fatigue. They conclude that a neurosis is fre- 
quently a fundamental condition. The treatment 
must be based upon the etilogic factors and mast 
be highly individualistic. 

Wm. S. Ezickson™ had two serious cases of enu- 
resis, one in a boy six, with a duration fo two 
years and the other a boy eight and a half with enu- 
resis since babyhood. The first case was found to 
have a calon bacillus infection of the urine with 
a large amount of pus. A vaccine was prepared and 
administered; the child’s urine gradually cleared of 
pus and after about two months there was no more 
enuresis; the other case was found to have occult 
spina bifida. Treatment of this was not permit- 
ted. 

Lemoine” had one case of urinary incontinence as- 
sociated with fecal incontinence as a result of men- 
ingeal cyst of the lumbar region. Diagnosis was 
made by iodized oil and x-ray. Removal effected 
cure. 

Arthur I. Blau“ studied 90 cases of enuresis. 
Thirty-eight cases were of ages four to six, 28 were 
over 10 years. Forty-one were male and 49 fe- 
male. Two of the cases were diurnal in type, 69 
were nocturnal and 19 were both diurnal and noc- 
turnal. There were a variety of findings such as 
enlarged tonsils, adenoids, anemia, caries, malnu- 
trition, phimosis and bronchitis, but correction of 
the abnormalities were without great benefit. The 
duration of enuresis before treatment was _ insti- 
tuted, was less than one year in 10 cases, less than 
two in 28 cases, and over two years in 37 cases. 

W. Howell® says the bladders of children are sen- 
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sitive to reflex stimuli, local irritation and sensory 
stimuli of various sorts, various psychic acts are 
prone to cause a contraction of the bladder. 

A. Friedell" has had three cases of enuresis 1n 
which there was reversal of the day and night 
specific gravity of the urine, and hence with un- 
due nocturia. 

S. A. Moss* says enuresis may result from re- 
flexes caused by local irritation from phimosis, ad- 
herent foreskin of clitoris, balanitis, epispadis, hy- 
pospadis, vaginitis, renal or vesical calculi, pyelitis, 
cystitis, tuberculosis of the genital tract, pin- 
worms, lack of cleanliness, skin diseases of exter- 
nal genitals, etc. He also says masturbation, spina 
bifida, myelitis and nocturnal epilepsy may be 
causative factors. 

Pfister“ says that the type of nocturnal enure- 
sis which is the result of epilepsy occurs relatively 
infrequently. 

E. Pototsky* thinks enuresis occurs especially in 
the psychopathic children and divides them into four 
groups, the obstinate children whose lack of inhi- 
bition is due to desire to annoy the parents, the 
highly anxious children who have undue fear of 
punishment, the children with decreased capacity 
for attention and concentration and children ex- 
cessively indifferent to all forms of impressions. 

D. Patterson“ found that 75 of his cases had un- 
due frequency of urination and hence tended to 
evacuate the bladder at the slightest provocation. 

Pierre Delbet and Andre Leri“® have operated 
upon occult spina bifida in several cases of enuresis, 
and effected prompt cures. 

F. O. Pybus” says enuresis has been a common 
symptom in cases of spina bifida which he has 
seen. 

J. S. Leopold® had a girl age six with spina bifida 
and enuresis in which operation of the spina bifida 
cured the anuresis. 

C. Beck“, Von Recklinghausen”, Mr. Barst", F. 
Hesse™, and J. Van Finck” have written extensively 
upon spina bifida and enuresis. 

Maurice Ostheimer and I. V. Levi™ claimed that 
80 per cent of their cases of enuresis were benefited 
by the use of atropin used to the point of toleration. 

Knotz” recommends a vegetable diet for enuritic 
children because by it a large amount of the water 
of the body is carried off by the bowel; he restricts 
the fluids after 4 p. m. and raises the foot of the 
bed and endeavors to make the child sleep upon his 
side, tying a brush to the child’s back if necessary, 
to make him uncomfortable if he gets onto his 
back. He says most of enuretics are excessively 
heavy sleepers and need to be waked up at intervals 
during the night. He recommends a two-hour sleep 
for morning and for afternoon. 

Lewis” advises putting the patients on a strict 
anti-diabetic diet; his results have often been excel- 
lent from this regime. He also uses tonics. 

A. Collin finds enuresis is sometimes a result of 
digestive disorders often from over eating. He ad- 
vises mild laxatives, restriction of diet, hot com- 
presses and light massage to abdomen. 

Klotz™ prescribes cold douches to the anal and 
perineal region in a specially built chair. 

Cipriati” recommends the diathermic current. 

Baruch”, Watson", and others testify to the value 
of belladonna. 

Fleischner™ uses belladonna in suppositories. 

J. Allan” says there are two varieties of enuresis, 
the atonic and that characterized by vesical irrita- 
bility. In the vesical irritability type belladonna is 
highly useful, and should be used until there is 
dryness of the mouth, mydriasis, disturbances of viis- 
ion, etc.; for a child five years of age 10 minims of 
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tincture of belladonna may be given three times 
daily and increased two minims every few days, un- 
til tolerance is determined. 

Simpson™ has used tincture of belladonna three 
times daily in doses as large as 20 to 25 minims. He 
advises neutralization of hyperacid or strongly al- 
kaline urines, thinks strychnine may be a service- 
able tonic and has used belladonna; if infection is 
found in the urine it should be eliminated. 

Herman” had his patients urinate at regular 
stated intervals, interrupting the streams every lit- 
tle while until the bladders were empty. This was 
done for the purpose of developing a conscious con- 
trol of the bladder evacuations. It should be done 
at first under supervision of the physician. 

Haven” cured two 18 year old girls by gradually 
distending every other day their bladders with four 
per cent boric acid solutions. The bladders in both 
cases were abnormally small. 

Sir Henry Thompson” instils silver nitrate solu- 
tion into the posterior urethra and claims it is bene- 
ficial if used in a strength to produce smarting. 

J. Wilson White and Edward Morton™ say that 
nocturnal enuresis of the type due to carelessness or 
laziness can often be successfully treated by 
awakening the children each night an hour or so 
in advance of the time they are likely to void in 
bed. 

Wachenheim”™ treats enuresis as a “tic convulsif;” 
i. e. the child must urinate at regular intervals dur- 
ing both day and night. When this does not cure 
he cuts off all late afternoon and evening fluids and 
reduces the evening meal. He thinks atropin may 
be beneficial as may tonics, removal of adenoids 
and tonsils, ete. 

Freyberger” advises a regulation of the diet, 
sleeping on a hard mattress, light coverings, cold 
sponging along the spine and taking the children 
up once or twice during the night to pass urine. 

Valentine and Townsend” used Fernand Cathe- 
lin’s method of injecting 10 c.c. of saline solution 
into the “sacral canal between the periosteum of 
the vertebrae and the dura mater.” The patient is 
placed in Sims’ position and by using the last pal- 
pable spinous processes of the sacrum the needle is 
introduced into the sacral canal. 

Jabouilay™ obtained favorable results in several 
cases by retrocecal injections of sterile saline in- 
jections. Several injections were often necessary. 

Allaria® applied Cathelin’s method of epidural sa- 
line solution injections into the sacral canal in 22 
cases and obtained good results in about half the 
cases, all he thinks entirely from suggestion. 

Cahier” injected 60 to 70 c.c. saline solution sub- 
cutaneously into the anterior perineum to make a 
swelling the size of an egg with slight pain and 
obtained satisfactory results. 

G. Sisto” had excellent result in a child 14 years 
old, afflicted with enuresis all of his life, by Cathe- 
lin’s epidural injection of saline solution. 

Zanoni™ treated 134 cases of enuresis with supra- 
renal gland substance and cured 66 cases, improved 
21; 14 were better during the period of treatment; 
21 were unchanged. He thinks the treatment was 
not continued a sufficient length of time in his fail- 
ures. 

Hertoghe” says nocturnal incontinence is due to 
thyroid insufficiency and a per cent of his cases 
were benefited by administration of thyroid extract. 
He also gave potassium iodide and bromide. 

Leonard Williams™ cured 25 cases by giving them 
small doses of thyroid extract. He says it is ex- 
tremely important not to give large doses as such 
may cause enuresis. 

Fleischner™ treated ten patients with thyroid ex- 
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tract, cutting out fluids after four p. m. and elevat- 
ing the foot of the bed. Eight were improved and 
in four of them circumcision had previously been 
done without benefit. 

McCready” recommends 
child’s exercise, diet, and bathing, 
against physical or mental strain. 
thyroid extract. 

- A.C. D. Firth” treated 28 cases with thyroid ex- 
tract and obtained cures or marked improvement 
in 16. 

John Rehrah® reports that of 716 cases of ade- 
noids operated by Fisher, 14.9 per cent had enure- 
sis; that Mygino found enuresis in 7.75 per cent in 
500 cases and Gruback 14.28 per cent in 427 cases; 
he also says Hamonic circumcised 187 cases of in- 
continence with cure of 130. He has used thyroid 
extract, fluid extract of ergot and atropin with 
good results. 

Samway “ claims good results from painting col- 
lodion over the outlet of the urethra. The heightened 
intraurethral pressure awakened the child. 

Gersung™ injected paraffin along a relaxed ure- 
thra, especially for atonic sphincters. 

Semb® reports that the outcome in one of the 
cases treated by Gersung by paraffin injections 
along the urethra and in another treated by him 
was good years afterwards. In one case the ure- 
thra had been lacerated by childbirth and repeated 

operations had failed to effect a cure. 

Fabre and Trillat® injected solid paraffin for se- 
vere incontinence due to trauma of the urethra, 
with perfect results. 

E. H. Eising™ treated two cases of intractable in- 
continence with paraffin injections along the ure- 
thra“—one injection in one case and three in the 
other—with cures. 

Robt. K. Rewald® reports that his cases of enu- 
resis were otherwise healthy, well-nourished and 
intelligent and but few were neurotic. He stresses 
another point, which many authors mention, that 
the physician should have the full cooperation of 
the child and his parents in treating enuresis. He 
uses general measures, drugs and_ suggestion in 
treatment. His general measures are, limited fluid 
after 4 p. m., evacuation of bladder just before re- 
tiring, getting the child up and awake at intervals 
through the night, and compelling him to walk to 
the bath room. In drugs he has no confidence, ex- 
cept in atropin. This he uses in a 1-1000 solution in 
ascending doses to the point of tolerance; for the 
diurnal and nocturnal type he gives doses at 10 a. 
m. and three and seven p. m. For the nocturnal type 
doses at 10 a. m. and three and seven p. m. The 
first dose is one drop and this is increased daily 
until short of the point of tolerance. The maximum 
dose is maintained for a period of from two to 
six weeks and these gradually reduced. He admits 
that psychiatrists scoff at the value of atropin but 
he is thoroughly convinced that it is of much help; 
in cerain cases which were doing well under the 
atropin he substituted water and the cases prompt- 
ly relapsed; they improved again as soon as_ the 
atropin was resumed. He repeats the course of 
treatment whenever necessary. One case was 
treated ten times in four years before a permanent 
cure was effected. He approves of suggestive 
therapeutics. 

Bronson Crothers” tells the enuretic that he can 
stop his bed wetting if he wishes to and each specif- 
ic case is told that he must wash the bed clothes 
each morning after they had been soiled. He has 
the mother promise the child 25 cents for each 


supervision of the 
and guarding 
He also gives 


night in which he remains dry for the first month 
and a dollar a week thereafter for a time. One child 





SOUTHWESTERN MEDICINE 


fell from grace twice the first week and once the 
second and has been dry ever since. 

L. Coffe, Bainglas and Comsa” report the use in- 
travavenously of methenamine in a group of cases 
with involuntary micturition from a variety of 
causes, with satisfactory results in a small per cent 
of the cases. 

Francis B. Jacobs” uses pituitrin as a routine 
measure in enuresis. He treated 50 cases; 17 were 
cured; 17 were geratly benefited; 16 were not ben- 
efited. 

Harry Lowenburg™ admonishes physicians against 
promising their patients that removal of tonsils, ad- 
enoids, and correcting other abnormalities by sur- 
gery will cure enuresis. 

A. R. Thompson” recommended stretching the 
bladder with a 75 c.c. column of salt solution but 
the method has not stood the test of time. 

C. Bruns“, F. Korats”, Gallaria”®, and P. Mueller” 
have demonstrated to their satisfaction that psycho- 
therapeutic measures are fully as serviceable wheth- 
er used without or with drugs or placebos. 

Editor® recommends for the treatment of a man, 
age 25, who had suffered from bedwetting for six 
years, x-ray examination to discovér if spina bifida 
exists and epidural injections of an indifferent fluid 
as sodium chloride to relieve enuresis. 

H. Cramer” reports on Goebell’s operation for en- 
uresis, and says his results have been good. The 
upper part of the neck of the bladder are grasped 
from behind and pulled upward and forward by a 
loop which is fixed to the fascia of the anterior ab- 
dominal wall. The operation seems to be for those 
cases of enuresis due to local abnormality—usually 
lacerations. 

G. Brown Miller’ advises operation upon the 
urethra wheve incontinence is due to lacerations of 
the urethra, provided there is adequate tissue to of- 
fer hope of cure; where operation is futile paraffin 
injections may give good results. 

Caspar™ advised cauterization in two or three 
deep grooves of the vesical sphincter through a 
vesical cystoscope with reasonable hope of gure. 

H. A. Kelly” describes in detail an operation for 
repair of a lacerated bladder sphincter. 

E. L. Young’ gives the operative procedure for 
treatment of incontinence when associated with or 
dependent upon epispadial and other conditions. 

Cumston™ thinks there is virtue in the usual med- 
ical treatment of enuresis and especially recom- 
mends the instillation of a silver nitrate solution 
into the urethras. 

W. E. Carter’ approves of the recommendation 
of Sachs that treatment for enuresis is largely a 
matter of habit training. 

A. Mattes” says from his studies the causes may 
be grouped under three heads: Psychic, neurogenic 
and mechanical. He says there may be a combina- 
tion of any two or all three of these factors. For 
treatment he recommends, alkalinization of urine, 
reduction of fluid intake after 3 p. m., last meal 
never later than 5 p. m., no sweets nor pastries in 
afternoon, and voiding before retiring. If improve- 
ment is not prompt he prescribes sodium bromide 
and tncture hyoscyamus. If needed, he uses silver 
nitrate instillations, (two to six per cent), every 
second to fifth day, for about ten times to increase 
the tone of the vesical sphincter. The urethra may 
be advantageously dilated. He reports a series of 
20 cases successfully treated. 

J. R. Stamper’ especially recommends early 
treatment, the use of thyroid in hypothyroid cases 
and the correction of whatever local pathology may 
be found. 

H. W. E. Walther’ advises the use of infant cys- 
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toscopes in order to properly make the diagnosis. A 
catherterized specimen of urine, specially in little 
girls, should always be studied. He advises the use 
of one holf to two per cent silver nitrate—one to 
two drams—instillations into the bladder. 

Frank J. Chalaron’’ says he has seen obstinate 
cases of enuresis in soldiers or would-be soldiers in 
which all ordinary treatment had failed. He used 
treatment first recommended by Cathelin, consist- 
ing of epidural injection of 10 c.c. of a sodium chlo- 
ride solution. In three men this method produced 
marvelously successful results. A young girl had 
to have two epidural injections to effect a cure. 

Porter’’ uses a method suggested by F. L. Dun- 
ham which consists of a card on which are printed 
four lines as follows: “I will not wet the bed. I 
will wake up at 10 o’clock. I will get up and pass 
water. I will not wet the bed any more.” These 
four lines are to be repeated ten times during a di- 
urnal urination and again ten times just before go- 
ing to bed. The child should be awakened at 10 
o’clock if he does not awake of his own accord, 
and made to walk to the toilet and urinate. The 
mother has a blue card and red and gold stars. 
For each night successfully passed the child is al- 
lowed to paste a red star on the card and for each 
week a gold star. Allowing the child to report his 
success by telephone to his physician may be ben- 
eficial. 

C. Wile” recommends the formation of classes of 
enuretics in dispensary practice so that all may be 
trained simultaneously. 

Dunham” emphasizes the importance of having 
the child repeat sentences to the effect that he will 
not micturate in bed, etc. 

Arthur I. Blau’ says the drugs used in a series 
of cases were strychnine, ergot, atropin, belladonna, 
and many others, but the results were unsatisfac- 
tory. Pituitary extract was used both by mouth, 
and hypodermic. About 75 per cent of the cases 
treated with pituitary substance were cured. 

Bonacarse™ reports eight of 12 cases of enuresis 
treated with pituitary extract were cured and three 
others were greatly benfited. Atropin and massage 
of the bladder were the only measures that Adrien 
Bleye’* found effective in the treatment of true en- 
uresis. In the main however, bladder massage was 
effective only against diurnal enuresis. 

I report from among a number that I have treat- 
ed two cases of nocturnalenuresis in boys about 
16 years of age; one was successfully treated by the 
administration of potassium bromide. There seemed 
to be no abnormality in this case except that the 
bladder muscles responded too readily to a full 
bladder. My idea in this treatment was that the 
bromide would lower the sensibility of the cord 
centers which respond to a full bladder by evac- 
uating it so that the bladder might not empty itself 
before the child awakes in the morning. 

The other case seemed to be one of a diabetes in- 
sipidus type. He was given pituitary extract and 
after several months’ treatment obtained a cure. 

The case that prompted this study of the litera- 
ture seems to be a case with hypersensitive, un- 
trained spinal cord, centers. He has not been im- 
proved by bromides and restriction of fluids of late 
afternoon and evenings. He has tried putting an 
alarm clock timed to go off to awaken him before 
emptying of bladder would occur but he sleeps 
through without hearing the clock. I have had 
him reduce his school work and take a two hour 
sleep each afternoon with the plan that he is to 
study till 10 each evening. He is to empty his 
bladder before going to bed. His metabolism test 
is normal and I have discovered no local abnormal- 
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ities. I shall x-ray his back for occult spina bifida, 
and shall have him use mental therapy. I shall try 
atropin if the suggested methods fail. , 

It has seemed to me that protein sensitization 
reactions of the bladder might cause a hyperirri- 
table bladder and hence be largely contributary to 
enuresis in certain cases. 

SUMMARY 

Enuresis is probably most commonly the result 
of inadequate training in bladder control. It would 
seem that the conscious! centers have been at fault 
in not exerting sufficient inhibitory power to pre- 
vent evacuation, or more especially to overcome the 
thought of the desire to evacuate. There is little 
doubt but that certain bladders are never stretched 
to the same extent as are others. Heavy sleeping 
and fatigue seem to be responsible for nocturnal 
enuresis in a proportion of cases; laziness and not- 
caring may be factors in occasional cases. The low- 
er cord centers may be hyper-irritable because of 
such abnormalities as occult spina bifida, tumors, 
ete. 

The bladder and posterior urethra may be hyper- 
sensitive and the bladder muscle hypertonic, so 
that the desire to micturate is caused by even a 
small amount of urine in the bladder. The ure- 
thra and sphincter may be abnormal so that there 
is little or no possibility of normal control of the 
outlet of the bladder. There may be local infec- 
tions and irritations of the genital tract rendering 
the bladder hyper-irritable. There may be abnor- 
malities in the body elsewhere than in the genito- 
urinary system which may reflexly affect the blad- 
der as its nervous control. 

The treatment seems to be predominantly habit 
training and mainly by mental therapy. The pa- 
tient must be told that he can stop his bed wetting 
if he tries hard enough, that success will come after 
a period of trying; he must determine that he will 
not sleep heavy and he must do everything possible 
to prevent excessive fatigue; he must determine 
that he will awaken when a desire to micturate 
becomes strong. If he will but analyze the problem 
thoroughly and use his will power to overcome it 
he will usually succeed. All and every method of 
treatment has an element of mental therapy in it. 
The enuritic child should not be allowed to become 
too much fatigued by day; morning and afternoon 
sleep periods may overcome too heavy sleeping at 
night. All inflammation and irritation in and about 
the genital tract should be given careful treatment. 
The use of bromides to dull the cord centers seems 
entirely logical. The administration of atropin to 
relax the involuntary muscle of the bladder also 
seems rational. I also can see no sensible objection 
to restriction of fluids in late afternoons and even- 
ing. 

Pituitary, thyroid, suprarenal or other internal 
secretion extracts in cases where there are signs 
of hyperactivity of the respective glands seem to 
be logical therapy when used especially with the 
preceding suggestions. Pituitary extract particu- 
larly where a large amount of urine is being evac- 
uated it seems should have curative possibilities. 
Likewise in appropriate cases an antidiabetic diet 
would seem rational. In cases where protein sensi- 
tization of the bladder or cord centers exists a care- 
ful regulation of the diet would certainly be indi- 
cated. It is always well I am sure, that enurities 
should not eat excessively. Teaching the enuritic 


to control the premature desires to micturate and 
to stretch the bladder would seem to be a great ben- 
efit in certain cases. Operative procedure for an oc- 
cult spina bifida should be undertaken when such 
other methods have 


condition is proven and all 
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failed to cure. Likewise operations on lacerated and 
traumatized sphincters are indicated when there 
is no hope from other procedures. In event of fail- 
ure from operation there may be hope through par- 
affin injections along the urethra. Abnormalities 
such as tonsils, adenoids, and other diseased areas 
should be corrected but the procedure should not 
be held out as a cure for incontinence. The paint- 
ing of collodion over the urethra outlet seems well 
worth trials. A string should not be placed about 
the penis is in one instance of which I read gan- 
grene resulted. The _ instillation of silver nitrate 
into the bladder to the point of causing smarting on 
micturition might be worthy of trial as I am sure 
it might sometimes be counted upon to beat an 
alarm clock for awakening a person. I can see lit- 
tle if any excuse for epidural or perineal or retro- 
cecal injections of saline. Last but not least pa- 
rents should be educated to the understanding that 
children can be taught early in life to get control 
of bladder and intestinal evacuations. The early 
weeks of the child’s life is none too early to begin 
the training process. The proverbial bedside pot 
has its place and should be used constantly. The 
child can early be made to feel that he has dis- 
graced himself when he has soiled himself. The 
fault for enuresis is usually more in the parents 
than in the children. 
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Surg. Jour. 80: 312, Nov. 1927. 

(108) H. W. E.W alther—New Orleans Med. and 
Surg. Jour., 80: 312, Nov. 1927. 

(109) Frank J. Chalaron New 
and Surg. Jour., 80: 313, Nov. 1927. 

(110) Porter—Ref. from Mitchell (No. 8). 

(111) CC. Will—Arch. Ped., 41: 232, 1924.—Ref. 
from Mitchell (No. 8). 


1912— 


Orleans Med. and 


Orleans Med. 





(112) Dunham—Am, Jour. Dis. Child., 12: 618, 
1916. 
(113) Arthur J. Blau—Med. Jour. and Rec., 124: 


492, Oct. 20, 1926. 
(114) Bonacarse —Pediatria, Naples, 
1925, p. 936—Ref. from Blau (No. 113). 
(115) Adrien Bleyer—Am., Jour. Dis. of Child., 
36: 988, Nov. 1928. 
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St. Joseph’s Hospital (Phoenix) 
(November Staff Meeting) 


St. Joseph’s Hospital Staff met in joint meeting 
with the Maricopa County Medical Society on Mon- 
day evening, November 10, 1930, at 8 p. m. The 
County Society presented their program and at 9 
p. m. the meeting was turned over to the staff, 
Dr. Brockway presiding, with thirty-eight members 
present. 

The meeting was called to order by Dr. Brock- 
way and the minutes of the previous staff meeting 
and the previous executive council meeting, also the 
analysis of hospital service, were read by the sec- 
retary. 

The purpose of recommendation of the council, 
that the office of emergency surgeon be done away 
with, was explained to the staff by Dr. Brockway. 

The following applicants were voted to member- 
ship by the staff. 

Loren C. Barlow, M.D.; Martin C. Flohr, M.D.; 
Robert Franklin, M.D.; Guy French, M.D.; V. F. 
Kennedy, M.D.; Hilary Ketcherside, M.D.; Leslie 
R. Kober, M.D.; J. D. Hamer, M.D.; M. I. Leff, M. 
D.; William Maloney, M.D.; John H. Patterson, M. 
D.; Norman Ross, M.D.; Oscar W. Theony, M.D.; 
W. A. Baker, D.D.S. 

The scientific part of the program was then pre- 
sented, the program being prepared by Dr. W. A. 
Schwartz. 

1. Case No. 18979. Fracture of right femur with 
separation of the lower epiphysis, presented by Dr 
Greer, with general discussion. 

2. Case No. 18827. 
tis, presented by Dr. 
Schwartz. 


Brain abscess and meningi- 
McLoone, discussed by Dr. 
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COMPLETION OF THE GRUNOW 
MEMORIAL BUILDING IN 


PHOENIX 


The completion of the Grunow Memorial 
building in Phoenix the latter part of De- 
cember has allowed the physicians and sur- 
geons who will have their offices there, and 
who will form the Lois Grunow Memorial 
Clinic, to move in. The building of this in- 
stitution and formation of the clinic group 
was the culmination of plans laid by Mr. 
Wm. C. Grunow of Chicago and Dr. W. O. 
Sweek of Phoenix, about a year ago. Be- 
cause of the dominant influence of Dr. 
Sweek in the formation of this organization, 
it is more famiilarly known in Phoenix and 
vicinity as the “Sweek-Grunow Clinic.” The 
plans include research laboratories to be 
supported by rental from the offices and 
profits from the commercial laboratories 
connected with the clinic group. Mr. Gru- 
now’s gift embraces the building and equip- 
ment, including the laboratory equipment. 
The doctors in Phoenix who will have of- 
fices in the building and participate in the 
work which is performed as a clinic organi- 
zation, are the following: 

Dr. W. O. Sweek, organizer of the project, 
who will have charge of all the surgical 
work; assisting him will be Dr. Guy C. 
French, who has been associated with Dr. 
Sweek for the past two years; they have 
moved from the Heard Building to the new 
structure. 

Dr. Win Wylie, who has moved from his 
offices in the Goodrich Building, will be con- 
sultant in diseases of women for the clinic 
group. 

Dr. Floyd B. Sharp will continue in the 





practice of the specialty of obstetrics, hav- 
ing moved his offices from the Heard build- 
ing; associated with him will be Dr. Martin 
C. Flohr, who has recently completed his 
residency work at St. Joseph’s Hospital. 

Dr. William A. Kingsley, formerly located 
in the Heard Building, has moved to the new 
structure, and will continue in his specialty 
of eye, ear, nose and throat disease. 

Dr. W. P. Sherrill, formerly in the Luhrs 
Building, has moved and will continue in the 
practice of pediatrics. 

Dr. H. J. McKeown has moved from the 
Heard Building and will continue to practice 
the specialty of chest diseases. 

Dr. John A. Lentz has moved from his 
cown-town office and will practice dentistry 
from the new location. 

The physicians, not previously practicing 
in Phoenix, who will have offices in the 
building and form part of the clinic organi- 
zation, are the following: 

Dr. L. B. Baldwin, from Rochester, N.Y., 
who will practice in the field of internal 
medicine. 

Dr. David M. Davis, from the Brady Uro- 
logical Institute, Baltimore, will prakktice 
urology. 

Dr. Percy Brown, formerly of Harvard 
University, will be the radiologist for the 
group. 

Dr. Paul H. Guttman, formerly of Minne- 
apolis, Minn., will be in charge of the clin- 
ical laboratory. 

The doctors in the new building will all 
conduct their private practices as hereto- 
fore, functioning as a clinic organization on 
those cases which come to the institution 
for that type of service. 
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ST. JOSEPH’S HOSPITAL (Phoenix) 
(December Staff Meeting). 

The St. Joseph’s Hospital Staff and the Marico- 
pa County Medical Society met December 8, 1930, 
in the Lecture Hall of the Nurses’ Home, with fifty- 
three doctors present. 

The program of the Maricopa County Medical 
Society was presented first, consisting of a talk 
by Dr. William H. Walsh of Chicago. 

The staff meeting was then called to order by 
Dr. Brockway and the minutes of the November 
staff meeting were read by the secretary. The pro- 
posed Const.tution and By-Laws were then dis- 
cussed and Dr. Brockway, chief of staff, proceeded 
with the reading of the proposed Constitution and 
By-Laws to and including the third article. There 
was come discussion upon Article 3, relative to 
membership. 

Tkere seemed to be some confusion in the minds 
of the members present and Dr. Holmes moved that 
each staff member be furnished with a copy of the 
proposed Constitution and By-Laws and that the 
matter be taken up at the next regular meeting. 
The motion was seconded by Dr. Shields and was 
carried. Later, Dr. Victor Randolph moved that 
this motion be reconsidered and that the members 
be furnished copies immediately, that the staff 
meeting be adjourned to Monday night, December 
15, and that the discussion of the Constitution and 
By-Laws be continued at that time. This was sec- 
onded by Dr. McLoone and the motion carried. 

The scientific part of the program was then 
proceeded with and Dr. Jordan’s case, No. 20824, 
was presented. Discussion was offered by Dr. Car- 
son and Dr. Palmer. Dr. Carson especially request- 
ed a discussion of his discussion for the reason that 
some recommendations for the Maternity Depart- 
ment of the Hospital were suggested. Very little 
discussion followed, however. 

The time being limited, the meeting adjourned. 





ST. JOSEPH HOSPITAL (Albuquerque.) 
(Staff Meeting, Nov. 18, 1930.) 


Dr. E. W. Johns presented the following case 
reports: 

The case we have to present tonight is rather 
unusual. We first saw the patient October 18, at 


which time she had an exceedingly intense jaundice. 

The past history was unimportant, except for a 
pelvic fracture one year ago in an auto accident. 
She had always been an unusually healthy and ro- 
bust girl. Mother and father and one sister were 
living and well, as well as husband, to whom she 
had been married two years without pregnancy. 
Menses normal, and the last one occurred about a 
week before we saw her. She had no particular 
stomach trouble, as patient stated that, if she ate 
properly, she had no trouble, but did have occasional 
attacks of indigestion, which were attributed to in- 
discretions in diet. These had been a little more 
frequent since the auto accident, but none of a 
serious nature. 

The present illness had begun one month ago 
with a severe nasal cold, since when she had not 
felt very well, but had been well enough to play 
golf two or three times a week, but would come 
home all tired out and felt tired most of the time. 
She had had a little more than usual indigestion 
during this time, but no attacks which gave much 
d'scomfort and no acute attacks of pain. She had 
noticed clay-colored stools for the past two weeks. 
About one week before we saw her, she menstru- 
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ated, and it was more profuse than usual and she 
thought she might be miscarrying. Any attempt at 
abortion in any manner was emphatically denied. 
While menstruating, and five days before we saw 
her, she developed edema of the face and petechial 
hemorrhages of the skin, which were especially 
abundant on the arms and face. She quickly became 
very ill, with marked nausea and vomiting, togeth- 
er with severe prostration. The following day, 
severe jaundice appeared. When we saw her, four 
days later, there was no indication of the skin hem- 
orrhages, except for a few scabs on the face, which 
were, perhaps, the result of scratching. The out- 
standing thing about her was her intense jaundice, 
which was intense everywhere, including the sclera 
and mucosa. She said that she had no pain and ex- 
eam‘nation revealed only a very little tenderness on 
rather deep palpation in the gallbladder region and 
in the left upper quadrant in the region of the 
spleen. This latter pain was very slight, however; 
which is significant in the light of postmortem find- 
ings which will be given later. The abdomen had 
considerable distention from gas. There was almost 
a complete loss of liver dullness at first, which later 
partially returned. The heart was about 100 in 
rate. Blood pressure 120/70. There were no mur- 
murs. P.M.I. was inside the mid-clavicular line. 
The lungs were clear. Respiration, 20. Reflexes 
normal. She was a very obese young woman about 
20 years of age. Appeared to be fairly comfort- 
able with moderate degree of prostration. Quite 
uncommunicative. Her unfailing response to the 
question as to how she felt, was always “fine.” 
Leading questions always were answered as shortly 
as possible. 


Temperature on admission was 98 degrees and 
at 8 p. m. that night a temperature of 100 degrees 
per rectum was recorded. After that the tempera- 
ture ranged from 96.2 to 98.4 until the last 24 hours 
of life, when it went to 100.6 per rectum. Pulse 
range was very little, being between 90 and 100 
very constantly until the last 24 hours, when it 
reached 130. Respirations were very constant, at 
18 to 24. Van den Bergh’s test was done once 
shortly after admission and found to be positive in 
both the direct and indirect reactions, and the Fou- 
chet test was found postiive for hyper-bilirubinemia. 
The blood count was surprising, the first white 
count being 46,400, with 91 per cent polymorphonu- 
clears, 7 per cent small lympocytes and 2 per cent 
transitionals. It was checked the following day and 
found to be 46,000. On the 25th, the white count 
dropped to 33,100; and on the 28th, to 18,600; 
while on the 30th, which was the day preceding her 
death, it had gone back again to 32,700. The non- 
protein nitrogen on Oct. 26 was 176 mg. per 100 
c.c. and the urea nitrogen 104 per 100 c.c., showing 
great retention of nitrogen. The urine, on several 
examinations, two of which were’ catheterized 
specimens, always showed a little albumin and 
many white blood cells, but no casts. 


We instituted Lyon Meltzer gallbladder drainage 
and, after introducing about 200 c.c. of 30 per cent 
magnesium sulphate, finally got good drainage of 
bile. From this time on, her jaundice rapidly 
cleared and in a very few days her skin was a 
good color except for a somewhat ashen hue. The 
stools changed at once from a gray to a greenish 
yellow and remained so. She seemed to improve 
semewhat for a time and was able to retain a little 
light food and liquids but became quite anemic. 
The blood on the 28th showed 1,840,000 red blood 
cells and 56 per cent hemoglobin by Newcomer 
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method. On this date a transfusion was done and 
600 c.c. of typed blood was given her. Type IV 
(Moss) blood was used, as she was Type III and 
such a donor was unavailable. She showed a good 
reaction but intractable nosebleed soon followed, 
which was not controlled until posterior packing 
was put into each nostril, in spite of heavy dosage 
of fibrogen and calcium chloride. The bleeding 
time on the 28th was 3 minutes and the coagulation 
time 4 minutes on admission and 5% on the 30th, 
which was the day preceding death. Our diagnosis 
at first was obstructive jaundice, which, in the face 
of complete relief by Lyon Meltzer drainage, 
seemed conclusive except for the high white count. 
Acute yellow atrophy was considered strongly, 
because of the diminished liver dullness and the 
diphasic van den Bergh, and this was the diagnosis 
of a physician seeing her before we did. With the 
successful Lyon Meltzer drainage, this diagnosis 
became untenable. With the continued prostration, 
vomiting and high white count after the clearing 
up of the jaundice, we sought sources of toxemia. 
Her condition, however, was such that we did not 
think that an exploratory operation was warranted, 
in view of the lack of definite indications for such. 
In spite of the transfusion, together with rectal 
feeding and hypodermoclysis, she grew gradually 
weaker and died at 5 a. m. the morning of the 31st. 


Consent for a postmortem examination was ob- 
tained and was performed by Dr. Warden. His 
findings were as follows: 

The body is that of an adult, white female, ap- 
parently about 25 years of age, and about 5 ft. 3 
in. tall, and rather obese. The face appears to be 
somewhat swollen. Red, frothy fluid exudes from 
the mouth. Both nostrils are occluded by blood- 
stained gauze packs. There is a small, surgical in- 
cision in the right cubital fossa which has been 
closed by adhesive tape. Needle punctures through 
the sk'n are seen at the lower margin of each breast 
and on the inner aspects of the thighs. The mucous 
membranes are pale. Some body heat is still pres- 
ent. Rigor mortis has appeared. 

Considerable fat is encountered when a midline 
incision is made over the thorax and abdomen. The 
peritoneum is found to contain a normal amount 
of fluid and its surface in general is smooth and 
glistening. The appendix is slightly reddened and 
its peritoneal coat has lost some of its luster. The 
right fallopian tube is reddened and, when it is 
picked up, pus exudes from its fimbriated end. 
Stained smears of this pus reveal numerous pus 
cells, gram-negative rods, and gram-positive cocci 
in pairs and in short chains. A few flecks of fibrin 
are seen on the surface of the peritoneum adjacent 
to the fimbriated end of this tube. The gallbladder 
is distended and pressure upon the gallbladder fails 
to empty it. Several enlarged lymph nodes, the 
largest having a diameter of about 1.5 sm., are 
found along the course of the common bile duct. 

When the thorax is opened about 750 c.c. of thin, 
red fluid is found in the left chest cavity. Within 
this fluid a few fibrin flakes are found. The pleural 
surfaces appear to be smooth and glistening. The 
lower lobe of the left lung is almost completely 


collapsed. There is only a small amount of fluid 
in the right chest cavity. Its surfaces are smooth 
and glistening. The pericardial sac contains a 


normal amount of fluid. Its surfaces are smooth 
and glistening. When the esophagus is opened its 
mucosa is seen to have a normal appearance. The 
trachea contains red, frothy fluid. Its inner surface 
is reddened. No abnormality is found in the aorta 
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or in the inferior vena cava. The heart has a nor- 


mal size. Its pericardial surface is smooth and 
glistening. Its chambers contain a small amount 
of clotted blood. Its valves have a normal appear- 
ance. 


The right lung feels somewhat boggy, especially 
in its dependent portion, but crepitates throughout. 
Its surfaces are smooth and glistening. On surfaces 
made by cutting, a moderate amount of pink, frothy 
fluid exudes. The lower lobe of the left lung is 
small and does not crepitate. It has a fleshy con- 
sistency. The upper lobe crepitates throughout 
but feels somewhat boggy. The surface of the 
lower lobe is red. The pleura, however, appears to 
glisten. The surface of the upper lobe is gray. On 
surfaces of the lower lobe made by cutting, very 
little fluid exudes; surfaces of the upper lobe exude 
considerable pink, frothy fluid. 

The kidneys have a normal size. The consistency 
of each is soft. The capsule of each strips readily, 
leaving a smooth surface. That of the left kidney 
is mottled, due to the presence of numerous, minute 
petechial hemorrhages. The renal markings are 
fairly well preserved in each kidney. Minute red 
points are seen, however, on the surface of each 
within the renal markings. The edges of cut sur- 
faces do not roll out. In adrenals, ureters and 
bladder, no abnormality is found. The surfaces of 
the renal pelves, likewise, are free from gross 
pathology. 

In the uterus and both ovaries, no abnormality 
is found. The left tube is grossly normal. The 
surface of the right tube is moderately reddened. 
When the tube is compressed, pus exudes from its 
fimbriated end. 

The liver has a normal size. Its capsule is smooth 
and glistening. Its consistency is normal. On sur- 
faces made by cutting, the centers of the lobules 
are seen to be stained green by bile, while the peri- 
pheries have a gray appearance. The gallbladder, 
when opened, is found to contain thick bile. No 
stones are found within it. No obstruction was 
demonstrated in the common bile duct. The large 
lymph nodes, however, previously described, lie in 
close approximation to the common bile duct. 

When the spleen is displaced downward from the 
left diaphragm, a small sub-diaphragmatic abscess 
is encountered between the spleen and diaphragm. 
The surface of the spleen forms part of the wall of 
the abscess, and this portion of the surface is cov- 
ered by a thick layer, apparently fibrin. Elsewhere 
on the surface of the spleen, several smal] miliary 
abscesses are encountered, which, when incised, 
are found to contain thick white pus. The spleen 
has about a normal size; its consistency is soft. The 
gastric surface of the spleen is adherent to the 
posterior wall of the stomach at the fundus. 

The stomach, when opened, is found to contain 
about a liter of thin brown fluid. When this is 
washed out, and its mucosa inspected, a perforated 
ulcer is found, high up in its fundus and on the 
posterior wall adjacent to the spleen. It is this 
portion of the wall of the stomach which is adher- 
ent to the spleen. When the fibrinous adhesions 
which unite the two are broken, a small abscess 
containing thick, white pus is found. The ulcer 
opens into this abscess pocket. The ulcer itself 
has a diameter of only about 2 mm. and a normal 
mucosa extends up to the edge of the ulcer. Pal- 
pation of the wall of the stomach, bordering on the 
ulcer, reveals no thickening. On the outer surface 
of the stomach the peritoneum has disappeared 
over the portion of the stomach wall which forms 
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part of the wall of the abscess, and the muscle 
coat is exposed to view. In the remainder of the 
stomach no abnormality is found. The duodenal 
is normal. The remainder of the small bowel and 
the large bowel, while not opened, reveal no evi- 
dence of pathology when examined externally. 

In the pancreas no abnormality is found. 

In a culture made from the heart’s blood, obtain- 
ed under sterile conditions, no growth is obtained. 

In a culture of pus from the right fallopian 
tube, there are gram-negative rods, gram-positive 
cocci, separately and in short chains, and long 
threads showing no _ branching, resembling the 
threads of some of the higher forms of bacteria. 


Microscopic Examination 


In stained microscopic sections of the liver, ac- 
cumulations of greenish-brown pigment are seen 
in the areas surrounding the branches of the he- 
patic vein. In the portal areas, many of the cells 
contain large vacuoles and have a signet ring ap- 
pearence. They have evidently been infiltrated 
by fat. A few similar cells are seen in the hepatic 
areas. 

In sections of the kidneys, both are found to have 
a similar appearance. The majority of the glom- 
eruli have a normal appearance. In a considerable 
number of the glomeruli, however, dilated capil- 
laries are seen. Within the spaces surrounding 
some of the glomeruli, red blood cells are seen. 
Many of the tubules contain dense masses of red 
blood cells. No further abnormality is seen. 

In sections of the lower lobe of the lung, the 
majority of the alveolar spaces are seen to be col- 
lapsed. The capillaries in the alveolar walls are 
distended by blood. Such alveolar spaces as are 
open contain pink-staining granular material. 

In sections from the spleen taken from the region 
of the abscess, the capsule is seen to be thickened 
and to be infiltrated by both lymphoid cells and 
pus cells. Within the spleen iself the capillaries are 
dilated. At one margin there is an area in which 
cell outlines are seen but in which few nuclei are 
found. 

In sections of a lymph node taken from the 
vicinity of the common bile duct, the lymph spaces 
appear to be dilated. There appears to be an in- 
crease in the number of endothelial cells. 

Anatomic Diagnosis 

Perforation of an ulcer in the fundus of the 

stomach, leading to a walled-off abscess between 
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the stomach and the spleen, and to a small sub- 
phrenic abscess between the spleen and the left 
diaphragm. Secondary miliary abscesses in the 
spleen, and secondary acute hyperplastic lymph- 
adenitis in the lymph nodes surrounding the com- 
mon bile duct. Right acute suppurative salpingitis, 
with peritonitis localized to the region of the os- 
tium of the right tube, secondary to the infection 
in the upper abdomen. Marked anemia, with prob- 
able generalized hemorrhagic diathesis. Recent 
hemorrhage from the nose. Multiple small hemor- 
rhages into the tubules of both kidneys. Fatty in- 
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Only the Victor Shock- 
Proof permits this 


Illustration shows the Victor Shock- 
Proof X-Ray Unit, Model B, applied 
in a manner never before possible 
with any other type of x-ray appara- 
tus. Assume this to be an emergency 
case, where a radiograph of the head 
is desired,and the condition of the 
patient preventing transfer to the 
x-ray table. With this Victor Shock- 
Proof Unit, it is only necessary to 
raise the table top, wheel the patient's 
cart into position, focus the tube 
(within the shock-proof head), and 
| proceed with the making of the 
radiograph. A fluoroscopic exam- 
ination may be done with the same 
facility. 
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Bear in mind, that in such proce- 
dure there is no danger of the high 
voltage system comingin contactwith 
you or your patient, as the Victor 
Shock-Proof Units are, as the name 
implies, 1004 electrically safe. 


“The Shock-Proof has given me a new 





conception of the use of x-ray technic?’ 
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*] HAVE been the proud possessor of the 

Victor Type A Shock-Proof X-Ray 
Apparatus for almost one year and can 
give unqualified endorsement of its capa- 
bility and ease of handling,” writes a Mis- 
souri physician. 

“As a general practice in which it has 
been used, it has been revolutionary in the 
excellent quality of pictures, unusual adap- 
tability to any position or angle, and in the 
feature of electrical safety. It is especially 
satisfactory in fluoroscopy above or under 
the table, or for the unlimited positions at 
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any conceivable angle or across table. The 
apparatus is easily and readily changed to 
meet the desired setting, even by a very 
small technician as I happen to have. 

“The shock-proof apparatus has given me 
a new conception of the use of x-ray technic. 
To say that I am highly pleased with my 
outfit is scant praise. ... I can gladly recom- 
mend this apparatus to any prospective user 
of x-ray equipment.” 

Let us send you an illustrated brochure 
and tell you where in your vicinity you may 
see the Victor Shock-Proof in use. 
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Los Angeles—Medico-Dental Bldg. 





Join us in the General Electric program, broadcast every Saturday evening over a nationwide N. B. C. network 
Dallas Branch—316 Medical Arts Bldg. 
Regional Service Depots—Fort Worth, Houston, Sin Antonio, Abilene, Corpus Christi, Austin and 
Albuquerque 
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filtration in a liver which is bile-stained from a re- 
cent jaundice (the jaundice probably being the re- 
sult of compression of the common bile duct by an 
enlargement of the lymph nodes surrounding it.) 
Left hydrothorax, with compression atelectasis of 
the lower lobe of the left lung. Moderate edema of 
both lungs. Acute catarrhal tracheitis. Small sur- 
gical incision in the right cubital fossa (at the site 
of a recent blood transfusion. Multiple needle 
puncture marks in the skin (the result of subcuta- 
neous administration of fluids.) 


; DISCUSSION 

The finding of the perforated gastric ulcer was 
somewhat of a surprise to us, as we had nothing 
in either the history or the physical findings point- 
ing toward it, except for the vomiting and the 
very slight tenderness in the splenic area. There 
was the diminished liver dullness, but, in view of 
the jaundice, it was associated with this condition. 
The lack of peritoneal symptoms was due to the 
very slow perforation into the culdesac between the 
stomach and spleen, which allowed adhesions to 
form before actual perforation occurred. 

We have another case to report which is worth 
reporting because of its much more usual onset 
and the fact that it, too, was a perforated gastric 
ulcer. This case gave a history of severe stomach 
trouble for one year relieved by food taking. The 
present attack began shortly after a full meal at 
noon and was very sudden, with agonizing pain 
which was not relieved by morphine. After some 
delay the patient was brought 200 miles by auto 
to St. Joseph Hospital and was operated upon about 
9 hours after the perforation occurred. A perforated 
ulcer in the anterior gastric wall, just proximal to 
the pylorus, was found. There were no adhesions. 
The convalescence was unusually smooth and un- 
eventful. 

These two cases are unusual, in that they are 
both gastric ulcers and were in the hospital at the 
same time, in view of the fact that all statistics 
show ulcers to be about 75 per cent duodenal and 
not over 25 per cent gastric, although of perfor- 
ated cases about two-thirds are usually found to 
be gastric and, according to Bager, if duodenal and 
gastric ulcers in pyloric region are considered to- 
gether, they will form about two-thirds of all per- 
forations. They well illustrate the difference be- 
tween a quickly penetrating ulcer without walling 
off adhesions, which represents about three-fifths 
of all ulcers, and the more slowly forming perfor- 
ations which form adhesions. In the two-fifths of 
all ulcers where adhesions form, they are with the 
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pancreas in about one-half of the cases, or one-fifth 
of all perforated ulcers; next most commonly the 
adhesions are with the left lobe of the liver, and 
much more rarely with other contiguous parts, as 
lymphatic glands, diaphragm, spleen, kidney, supra- 
renal capsule, omentum, colon, small intestine, gall- 
bladder, sternum, or anterior abdominal wall. Our 
second case illustrates the more usual location of 
the peptic ulcer on the stomach wall, as Balfour 
states that 90 per cent are on or near the lesser 
curvature. Welch reports the location of 795 ulcers, 
in 566 cases, as follows, using a more definite lo- 
calization than Balfour: 


Lesser curvature ..---80.8 9 


Posterior wall seveenseesDDeOT! > 77.9% 
cee 12.0% 
Ameer wall .......................... 8.7% 

© ie > Ory 
Cardia ° 6.3 JC 22.1% 
Ree ae on Gel 
Greater curvature .................... 3.4% 


Our first case falls in the fundus group of 3.7% 
of all cases, which is next to the lowest group, while 
our second probably would be classed by Welch 
with his pylorus group of 12 per cent. 

There is considerable variation in the percent- 


ages which perforate in the different locations, 
which have been reported by Brinton as follows: 
Posterior surface ..................... 2% 
i aa 10% 
Middle portion of stomach ....13% 
Lesser curvature 2.18% 
Cardiac extremity .................40% 
Anterior surface RU 


Our first case falls into the 2 per cent posterior 
surface of the stomach group, while our second 
probably would be grouped with the 10 per cent 
pyloric group, but, being on the anterior surface, it 
is at least akin to the anterior surface group with 
its 85 per cent of perforations. 

These two cases are instructive in that they il- 
lustrate the two extremes of gastric ulcer perfor- 


ation. The one, insidious and slow in_ on- 
set, without serious symptoms; in fact, so 
innocuous that the patient did not consult a 


physician until 17 days before her death, and the 
symptoms were so disguised that perforated ulcer 
was not given more than passing consideration. 
The second, with very severe characteristic symp- 
toms, making a probable diagnosis over long-dis- 
tance telephone possible. The outcome of the two 
is very striking in that the one with the mild on- 
set, apparently without serious illness, resulted in a 
fatal outcome to the patient, while the one with the 
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sudden cataclysmic onset, with most apparent des- 
perate illness of the patient, had a happy outcome. 





Following a general discussion of the cases re- 
ported by Dr. Johns, Dr. L. S. Peters briefly out- 
lined the history, the clinical course, and the post- 
mortem findings in a young boy recently seen by 
him, in which death was due to hemorrhage from a 
mediastinal abscess which had perforated through 
the trachea. 

A series of motion pictures was thén presented, 
illustrating the surgical treatment of peptic ulcer. 


BOARD OF MEDICAL EXAMINERS OF 
ARIZONA 
The following physicians have been grant- 
ed license to practice medicine in Arizona, at 
the January, 1931 meeting of the Board of 
Medical Examiners: 


DR. G. ARNOLD STEVENS, to be located at 
Clifton, Ariz. Graduate of the College of Medical 
Evangelists, Loma Linda, Calif., by reciprocity with 
the National Board of Medical Examiners. 

DR. ALEXANDER McKEAN, Miami, Ariz., to 
be associated with the Health Department of Gila 
County. Graduate of Northwestern University, pre- 
viously located at Salt Lake City. Reciprocity with 
lowa. 

DR. G. BYRON STEWARD, Stockton, Mo., grad- 
uate of St. Louis University (1920), licensed by reci- 
procity with Missouri. 

DR. HOMER R. LATHROP, Casper Wyo., grad- 
uate of Rush Medical College (1901), licensed by 
reciprocity with Illinois. 

DR. PAUL H. GUTTMAN, pathologist associat- 
ed with the Grunow Memorial Clinic, Phoenix. 
Graduate of Washington University, St. Louis 
(1927), licensed by reciprocity with the National 
Board of Medical Examiners. 

DR. JAMES OSCAR HICKS, Victoria, Texas, 
graduate of Kentucky School of Medicine (1926), 
licensed by reciprocity with West Virginia. 

DR. ARTHUR H. WALL, Kansas City, Mo., 
graduate of Kansas City Medical College (1895), 
licensed by reciprocity with Missouri. 

DR. GEORGE H. SPIVEY, Phoenix, Ariz., in 
charge of the work sponsored by the Rockefeller 
Foundation for the Maricopa County Board of 
Health. Graduate of University of Louisville Medi- 
cal Dept. (1911), licensed by reciprocity with Mis- 
sissippi. 

DR. DAVID M. DAVIS, who will practice urol- 
ogy with the Grunow Clinic organization, Phoenix. 
Graduate of Johns Hopkins University (1911), li- 
censed by reciprocity with Michigan. 

DR. HENRY D. WATSON, Binghampton, N. Y. 
Graduate of University of New York (1896), licens- 
ed by reciprocity with New York. 

DR. CHESTER L. WILSON, Yuma, Ariz. 
uate of University of Louisville Medical 
(1929), licensed by examination. 

DR. HAROLD L. SNOW, San Pedro, Calif. Grad- 
iate of Northwestern University, Chicago (1929), 
licensed by examination. 

DR. B. P. STORTS, Jr., Ajo. Ariz. Graduate of 
University of Louisville (1929), licensed by exam- 
ination. To be associated with the New Cornelia 
Copper Company. 

DR. GEORGE F. C. FASTING, Tucson, Ariz.. 
graduate of Rush Medical College (1926), licensed 
by examination. 

DR. DOROTHY M. FRANKLIN, Tueson, Ariz., 
graduate of University of Illinois College of Medi- 
cine (1928), licensed by examination. 
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The DALLAS SOUTHERN 
CLINICAL SOCIETY 


Will hold its Third Spring Clinical Confer- 
ence in Dallas, March 30th to April 3rd, 1931. 


FEATURES: 


17 DISTINGUISHED SPEAKERS including— 


Fishbein 
Hirschman 
Alvarez 
Berens 
Caulk 
Grulee 
Polak 
Pollock 
Wilder 


Hayden 

Dean Lewis 
Means 

Chevalier Jackson 
W. A. Pusey 
Pancoast 
Campbell 

Jeff Miller 


DAILY HOSPITAL CLINICS 
POST-GRADUATE 
INSTRUCTION, (96) hours 


Round Table Luncheons, Symposiums, 


Alumni Dinners, etc. 


No increase in all-inclusive $10.00 registration 


fee. Railroad Rates. For 
write the Secretary, 1424 
Dallas, Texas. 


detailed information 


Medical Arts Bldg., 
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DR. LOUIS B. BALDWIN, Phoenix, Ariz., to 
practice internal ngedicine with the Grunow Clinic. 
Graduate of College of Physicians and Surgeons of 
New York (1919). Licensed by reciprocity with 
New York. 

DR. FRED P. PATTON, Tucson, Ariz. Graduate 
of Rush Medical College (1901), licensed by reci- 
procity with Illinois. 


PERSONAL NEWS ITEMS 

DR. H. D. ATWOOD, formerly located at Ajo, 
Ariz, on the staff of thle New Cornelia Copper Com- 
pany, has entered into the general practice of medi- 
cine in Phoenix, occupying the offices in the Heard 
Building formerly occupied by Dr. Couch. Dr. At- 
wood has taken charg; of the work vacated by Dr. 
Calvert in Scottsdale, and is maintaining office 
hours in this suburban town, as well as in Phoenix. 

DR. WM. C. TODT, of Kingman, Ariz., has been 
spending some weeks in Phoenix recuperating from 
a respiratory infection, which the rigors of the 
northern town would not allow to recover. 

DR. R. O. LIEUALLEN, formerly Superinten- 
cent of the State Hospital in Phoenix, whose resig- 
nation from that position followed as the usual re- 
sult of change in state administration, has accepted 
a responsible position with the California Statd Hos- 
pital at Norwalk, Calif. 

DR. H. B. STEWARD, of Coolidge, Ariz., has 
been appointed physician for the State Prison at 
Florence, and has moved to the latter town to as- 
sume charge of his new duties. 

DR. GEORGE W. STEPHENS, who was super- 
intendent of the Arizona State Hosnital under the 
last previous administration of Governor Hunt, has 
been re-appointed to that position and has takien 
charge of his old position at that institution. 


DR. J. D, MAULDIN, of Phoenix, has been ap- 
pointed Health Officer for Maricopa County, suc- 
ceeding Dr. C. W. Brown, who gave up the office as 
the inevitable result of a new line-up of political 
forces the first of the year. 


DR. JOHN R. EARP, formerly of Boulder, Colo., 
has been appointed Director of the Bureau of Pub- 
lic Welfare of New Mexico, succeeding Dr. Luck- 
ett. The reasons for Dr. Luckett’s resignation have 
not been learned as yet, but the whole medical pro- 
fession of the southwest will regret to lose him; 
the constructive work done by him in New Mexico 
during the ten years or more of service there has 
been outstanding. Dr. Earp comes to the office with 
many years of experience in executive work, having 
served among other responsible positions, as editor 
of Colorado Medicine. 

DR. E. C. WILLS, of Phoenix, has opened offices 
at 704 N. Central Ave., where he will give special 
attention to electrotherapy. He has eauipped his 
offices for medical and surgical diathermy, sin- 
usoidal and galvanic electrotherapy, phototherapy 
by infrared or ultraviolet, electric vibration, mas- 
sage, nerve regeneration and muscle training. 

DR. JOHN WIX THOMAS has moved his offices 
from the Heard Building to his residence at 1217 N. 
Central Ave. He will observe his usual office hours 
at the new location, having remodelled a portion of 
the residence into office quarters. 

DR. T. J. BOULDIN, of St. Johns, Apache Coun- 
ty, is spending two months in Phoenix, as the state 
senator from that county. He was elected without 
opposition in the last general election. 

DR. O. C. PATTON, of Ajo, is the member of the 
state legislature for the Ajo district of Pima Coun- 
ty, and is spending the period of the legislature in 
Phoenix. 
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FIFTEENTH ANNUAL CLINICAL SESSION 
Of The 
AMERICAN COLLEGE OF PHYSICIANS 


The Fifteenth Annual Clinical Session of the 
American College of Physicians will convene in 
Baltimore, Maryland, March 23-27, and in Wash- 
ington, D. C., March 28. 1931. Those who attend 
the meeting will find ample in the way of clinical, 
laboratory, research and historical interest, to repay 
them for the time spent in making the journey. Dr. 
Sydney R. Milter, of Baltimore. President of the 
American College of Physicians, has prepared the 
program for the General Scientific Sessions, while 
Dr. Maurice C. Pincoffs, General Chairman, also 
of Baltimore, has arranged the program of clinics, 
demonstrations, entertainment. etc. 


As an added feature of the Clinical Session this 
year, an additional day, March 28. will be spent in 
Washington, D. C., where a special program of 
clinics and inspection tours has been arranged un- 
der the auspices of the Medical Departments of the 
U. S. Army, U. S. Navy, U. S. Public Health Ser- 
vice and Georgetown University. Dr. William Ger- 
ry Morgan is acting as Chairman of the Washing- 
ton Committee. 

The entire program of the Clincal Session is char- 
acterized by rlew subjects, new authors and wide 
geographic representation. It is significant that the 
Committees have attempted carefully to avoid repe 
tition of subjects and authors, as has so often been 
the case in pijevious years. On the General Scienti- 
fic Programs there will be forty-five or fifty select- 
ed formal papers. Symposia on blood diseases, oxy- 
gen therapy, diseases of the liver, recent advances 
in endocrinology with particular reference to the 
newer work on supra-renal extracts, myocarditis, 
and several other subjects have been arranged. At 
Baltimore’s many modern and excellently operated 
hospitals, clinics, ward-walks, laboratory demonstra- 
tions and the lilfe will be held. Johns Hopkins Hos- 
pital and Medical School, under Dr. Alan M. Ches- 
ney, Dean, and a specially appointed Committee, 
will place at the disposal of the College all of its 
facilities and offer a program of great interest. 
Additional hospitals, such as the Union Memorial 
Hospital, St. Agnes Hospital, at which Dr. Joseph 
C. Bloodgood does so much of his work, the Munici- 
pal Hospitals, and several of the more private in- 
stitutions, such as the Howard A. Kelly Hospital, 
noted particularly for its radium activities, and the 
Sheppard and Enoch Pratt Hospital, which is one of 
the most modern dealing wiht psychiatric problems, 
and many others will provide programs of clinics. 

Hotel headquarters will be at the Lord Baltimore 
Hotel, while general headquarters, at which the 
registration of members, commercial exhibits and 
all general sessions will be held, will be The Alca- 
zar, Cathedral and Madison Streets, Baltimore. 
Transportation on the Certificate Plan of reduced 
fares will be available to all physicians and de- 
pendent members of their family from all parts of 
the United Statles and Canada. A special program 
of entertainment has been arranged for visiting la- 
dies. The Convocation for the induction of new 
members, as Masters or Fellows, will be held on 
Wednesday evening, March 25, and the Annual Ban- 
quiet will be held on Thursday evening, March 26. 
The Business Meeting, at which reports of admin- 
istration and elections for the new year will take 
place, will be held during the forenoon of Thurs- 
day, March 26. 

Mr. E. R. Loveland, 133-135 S. 36th Street, Phila- 
delphia, is the Executive Secretary of the College, 
and it is to him that requests for further informa- 


tion or programs should be addressed. 
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DALLAS SOUTHERN CLINICAL 
CONFERENCE 


The third Annual Spring Clinical Conference of 
the Dallas Southern Clinical Society will be held in 
Dallas during the week of March 30th. Invitations 
to attend are being sent to all orthodox physicians 
of the Southern States and Mexico. 

The program for the week is built around the lec- 
tui‘9s and hospitall demonstrations of {seventeen 
guest lecturers, among whom are Dr. Walter C. Al- 
varez of Rochester, Minnesota, Dr. Louis J. Hirsch- 
man of Detroit, Drs. Morris Fishbein, Russell Wild- 
er, C. G. Grulee, L. J. Pollock, A. A. Hayden and 
W. A. Pusey of Chicago, Drs. Chevalier Jackson 
and H. K. Pancoast of Philadelphia, Dr. Dean Llew- 
is of Baltimore, Dr. Jeff Miller of New Orleans and 
others. Ninety-six hours of organized post-gradu- 
ate work is being offered by local men in addition 
to the general assemblies and hospital clinics. The 
Baker Hotel is headquarters for registration and all 
assemblies. 





THE DOCTOR IN COURT, by Edward Hunting- 
ton Williams, M.D.; The Williams and Wilkins 
Company; Baltimore; 1929. 

The physician may at any time be called to tes- 
tify in court. The better the witness, because of 
his knowledge, the more likely will be the opposing 
attorney to attempt to embarrass him. 

The methods by which a witness may be attacked 
in cross-examination are devious and numerous. 

Dr. Williams gives actual court room exper- 
iences, and shows the reader the types of situations 
which may arise. No book can supplant court 
room experiences and make the novice the equal 
of the experienced witness; a careful study of this 
book, however, must make the physician better pre- 
pared to testify when compelled to do so. 

The small price of the book will be returned 
perhaps many times to the physician who is famil- 
iar with its contents before appearing in court. 

The author writes entertaingly. The publisher 
has done excellent work. There are relatively few 
typographical or grammatical errors. The book 
can be read in an evening. 

Every physician should own this book and give it 
frequent re-readings. O. H.B. 





Eye, Ear, Nose and Throat man in active prac- 
tice and good standing, experienced and accom- 
plished, desires location or association in New 
Mexico or Texas for the benefit of a warmer cli- 
mate. Add. Box W, Southwestern Medicine, 
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The Dugdale Libel Suit.—Frederick Dugdale, M. 
D., of Lowell and Boston had his license to practice 
medicine in Massachusetts revoked April 18, 1929, 
for “gross misconduct in the practice of his profes- 
sion.” The Lowell (Mass.) Sun published an account 
of the hearing connected with the revocation pro- 
ceedings and stated that the charges against Dug- 
dale grew out of the alleged professional miscon- 
duct on his part in the treatment of a patient who 
subsequently died of cancer. As a result of this 


publication Dugdale brought suit against the pub- 
lisher of the Sun, charging libel and demanding 
damages. The case came to trial and the jury 
brought in a verdict in favor of the newspaper. For 
some years Dugdale advertised as a “specialist” in 
“skin, blood and nervous diseases’ and operated a 
mail order “rheumatism cure’; later he was one of 
the disciples of the Abrams cult. For some years 
Dugdale had his own “cancer cure.” Still later, as 
the Koch “cancer cure” became a money-maker, 
Dugdale became a Koch disciple and in the libel suit 
the Koch “treatment” figured largely. (Jour. A.M. 
A., November 15, 1930, p. 1523.) 





SITUATIONS WANTED 

WANTED-—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give guperior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Established 1896. Member The Chicago Association 
of Commerce. 


DIABETICS 


have palatable 


Starch-free Bread 


when you prescribe 








DIETETIC FLOUR 


Self-rising — contains no starch, no gluten 
Ask for nearest Depot or order direct 
LISTER BROS. Inc. 41 East 42nd Street NEW YORK, N. Y. 














All courses continuous throughout the year. 


POSTGRADUATE SCHOOL OF SURGICAL TECHNIQUE, Inc. 


2512 Prairie Avenue (opposite Mercy Hospital) Chicago, Illinois 


1. General Surgery: 100 hours (2 weeks) course of intensive instruction and practice in surgical 
technique combined with clinical demonstrations (for practicing surgeons) 


2. General Surgery and Specialties: Three months’ course comprising: (a) review in anatomy and 
pathology; (b) demonstration and practice in surgical technique; (c) clinical instruction by fac- 
ulty members in various hospitals, stressing diagnosis, operative technique and surgical pathology. 


8. Special Courses: Orthopedica and Traumatic surgery; gynecology and radiation therapy; eye, 
ear, nose and throat, thoracic, genito-urinary and goiter surgery; bronchoscopy, etc. 





Detailed information furnished on request. 














C ur1osity GAVE THE WORLD A NEW AND 
IMPORTANT MEDICINE + + 


r PHYSIOLOGICAL 


STANDARDIZATION MADE THIS MEDICINE 


UNIFORMLY POTENT 


LD MOTHER HUTTON, the Shropshire herb- 
() woman, guarded her secret jealously. 

Had not her herb tea relieved an Oxford 
dean of his dropsy, when all other remedies had 
failed? To satisfy his curiosity, Dr. William 
Withering sought out the old woman, nearly 
150 years ago. At first she stubbornly refused to 
talktohim. But finally one argument prevailed. 
There was the clink of golden sovereigns in 
Mother Hutton’s palm, and the cherished recipe 
was his! 

Withering saw that the crudely written scraw] 
called for twelve common herbs and plants. 
After long and patient trial he found eleven of 
them medicinally worthless. Butin the twelfth, 
the purple foxglove, he found a new and power- 
ful drug, now more commonly known as 
digitalis. 

Physicians welcomed Withering’s contribu- 


tion to medicine, but they soon found that the 
use of digitalis was attended by a serious diffi- 
culty. Extracts made from the drug were by no 
means uniform in potency. Some were too 
weak; others were much too strong for safety. 

For over a century, physicians and pharma- 
cists grappled with the problem of making 
uniform extracts of digitalis. Then, in 1898, 
exactly 113 years after Withering’s discovery, 
the Parke-Davis medical research laboratories 
announced the first standardized tincture ‘ of 
digitalis. 

yar 


Parke, Davis © Company is justly proud of the part it has 
played in introducing, developing and extensively applying the 
principles of chemical and physiological standardization. No 
product leaves our laboratories until there have been applied to it all 
the tests that scientific investigation has found necessary to determine 


its purity and potency as a medicinal agent. 


PARKE, DAVIS & COMPANY 


DETROIT NEW YORK CHICAGO 
MINNEAPOLIS SEATTLE In Canada: 
The world’s largest makers 





KANSAS CITY 


of pharmaceutical 


ST. LOUIS 
WALKER VILLE 


BALTIMORE 
MONTREAL 


NEW ORLEANS 
WINNIPEG 


and biological products 
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